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New Drug Information 


HUMATIN (Parke Davis & Co.). Humatin 
is indicated in the treatment of patients with 
intestinal amebiasis or certain enteric infec- 
tions causing bacillary dysentery cr diarrhea. 
It is also beneficial in the suppression of in- 
testinal flora preceding bowel surgery, and in 
the suppression of nitrogen-forming bacteria 
in the gastro intestinal tract of patients with 
hepatic coma. 

Humatin is recommended for cral ad- 
ministration only, and not being appreciably 
absorbed will be ineffective against systemic 
infections. Daily doses are divided for ad- 
ministration three or four times during day. 
Humatin is supplied in Kapseals, each con- 
taining 250 mg. Paromomycin base as the 
sulphate. 


TOFRANIL 10 mg. (Geigy). This is a new 
dosage form introduced for a new indication, 
mainly for the purpose of obtaining greater 
emotional stability in the geriatric patient. 
The finding that in older patients smaller 
doses of Tofranil could be used to obtain a 
therapeutic effect with less side effects. 

The emotional problem of the elderly is 
often characterized by the following symp- 
toms: loss of interest, failure to co-operate, 


BRATHWAITES LTD. 


antagonistic attitudes, compulsive weeping, 
and affective mood swings. 

Dosage recommended in the elderly patient 
is one tablet daily to be increased by one 
tablet every three days until three to five 
tablets are taken daily, and to be continued 
for a period of two to three months. 


CELBENIN (Beecham). Celbenin is chemi- 
cally 2, 6-dimethoxyphenol penicillin sodium. 
It is active against strains of staphylococci 
which are resistant to other penicillins, hence 
is recommended as specific therapy in furun- 
culosis, lymphangitis, lobar or bronchopneu- 
monia, septicemia, staphylococcal enterocolitis 
etc. It has many advantages: non-toxic, bac- 
tericidal, resistance unlikely to develop, does 
not give rise to cross-resistance with other 
antibiotics. 

It is extremely soluble in water, but is un- 
stable in acid medium and is therefore not 
suitable for oral administration. It can be 
given by intramuscular or intravenous injec- 
tion. The recommended dosage is: one gram 
every four hours by intramuscular injection 
for three days, followed by one gram every 
six hours for a further three days, or until 
recovery is complete. Celbenin should not be 
given to penicillin-sensitive subjects. 


for further information call... 
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THE MANITOBA MEDICAL ASSOCIATION 


We are pleased to bring you this message of cheer and to remind you that for 


better things in the future REVIEW your intentions today. 


The Manitoba Medical Association is a voluntary body which provides the 


doctor with an opportunity to join with his colleagues in working for the 


betterment of his profession and the improvement of medical standards. 


In addition — as a member of the Manitoba Medical Association you may 


take advantage of these benefits . . . 

® Medical Member, Manitoba Medical Service 
® The Canadian Medical Protective Association 
® Group Sickness and Accident Insurance Plan 
® Group Life Assurance Plan 
® Canadian Medical Retirement Savings Plan 
® Monthly copies of the Manitoba Medical Review 


® Weekly copies of the Canadian Medical Association Journal 


Help strengthen the voice of the profession in its negotiations on your behalf. 


JOIN NOW — COMPLETE THE MEMBERSHIP APPLICATION ON THE 
REVERSE OF THIS PAGE 
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All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory dermatoses, and 
bronchial asthma. They differ in the frequency and severity of side effects. Introduced in 1958, 
Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 

Physicians today recognize that the promise has been fulfilled . . . as evidenced by the high rate of 
refilled ARISTOCORT prescriptions. 


post partum... 
a “fitting time” for 
conception control 


Conception control becomes a matter of special 
concern six to eight weeks post partum, when the 
new mother looks to you for advice on the best 
way to plan the balance of her family. Reliable 
conception control can be virtually assured with 
the diaphragm and jelly method, at least 98 per 
cent effective.’ 


Now—cushioned comfort 


lwo ways 


Your patient experiences special physical com- 
fort when you prescribe either the standard 
RAMSES* Diaphragm or the new RAMSES 
BENDEX,* an arc-ing type diaphragm. 

The regular RAMSES Diaphragm, suitable for 
most women, is made of pure gum rubber, with a 
dome that is unusually light and velvet smooth. 
The rim, encased in soft rubber, is flexible in all 
planes permitting complete freedom of motion. 
For those women who prefer or require an arc- 
ing type diaphragm, the new RAMSES BENDEX 
embodies all of the superior features of the con- 
ventional RAMSES Diaphragm, together with the 
very best hinge mechanism contained in any arc- 
ing diaphragm. It thus affords lateral flexibility 
to supply the proper degree of spring tension 
without discomfort. 

*Trade-marks 


tActive agent, dodecaethyleneglycol monolaurate 5%, in a base of 
long-lasting barrier effectiveness. 


For added protection — RAMSES 
“10-Hour” Vaginal Jelly} 

RAMSES Jelly is uniquely suited for use with 
either type of RAMSES Diaphragm. It is by de- 
sign not static, but flows freely over the rim and 
surface of the diaphragm to add lubrication and 
to form a spermtight seal over the cervix, which 
is maintained for ten full hours after insertion. It 
is nonirritating and nontoxic. 

You can now prescribe a complete unit for either 
type of diaphragm. RAMSES“TUK-A-WAY”* Kit 
#701 contains the regular RAMSES Diaphragm 
with introducer and a 3-ounce tube of RAMSES 
Jelly; RAMSES “TUK-A-WAY” Kit #703 con- 
tains the RAMSES BENDEX Diaphragm and 
Jelly tube. Each kit 

is supplied in an at- 

tractive plastic zip- 

pered case, beauti- 

fully finished inside 

and out. Both types 

are now available at 

key prescription 

pharmacies. 


Reference: 1. Tietze, C.: Proceedings, Third International Con- 
ference Planned Parenthood, 1953. 
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HEPARIN SODIUM INJECTION 


For Immediate Treatment 


of impending 


CARDIAC INFARCTION 


10,000 Units (approx. 100 mg.) 
INTRAVENOUSLY 


Supplied in packages of 5 x 1-cc. ampoules — each cc. contains 10,000 International Units. 


Also available: 


10-cc vial — 1,000 International Units per cc. (approx. 10 mg./cc.) 
5 x 10-cc. vials— 1,000 International Units per cc. (approx. 10 mg./cc.) 
_ S-cc. vial —10,000 International Units per cc. (approx. 100 mg./cc.) 


Reference: 
Intravenous meant role in the Management of Acute 


W. Ford Connell and George A. Mayer 
Applied Therapeutics, May, 1960, Vol. 2, No. 5, 371-375. 
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in rapidly disintegrating tablets for ready availability 
and a full measure of therapeutic effectiveness 
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of most medication, absorption is maximal when the stomach is empty. 
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Recent Advances in Rheumatology 
1960 
Fletcher D. Baragar, M.D. 


As another year draws to a close it is useful to 
review recent reports which may contribute to our 
understanding of some of the rheumatic diseases. 
It is not possible to cover the material completely, 
and this article represents those aspects which 
seem to me to be more important. A complete 
review of the literature up to the end of 1955 
is contained in the Twelfth Rheumatism Review! 
which is a supplement to the February and March, 
1959 issues of the Annals of Internal Medicine. 
Within the past few months a revised edition of 
Comroe’s Arthritis? has been published and inter- 
ested readers are referred to it for specific problems. 

Rheumatoid Arthritis 
Incidence 

The past few years has, for the first time, given 
us detailed population studies showing the true in- 
cidence of rheumatoid arthritis in different samples. 
Most of these studies have included serological 
tests and radiological and clinical examinations. 
Lawrence* in Great Britain has surveyed several 
communities and has found that, although clinical 
rheumatoid arthritis is more frequent in females, 
the radiological features and the positive sheep cell 
agglutination tests are equally distributed between 
the sexes. He also found variations in the incidence 
of rheumatoid arthritis in different communities 
within England and particularly in the clinical 
polyarthritis in males in two different communities. 
Similarly the incidence of positive sheep cell tests 
May vary with different localities. One feature 
which Lawrence used in his criteria of radiological 
change was an erosive type of arthritis involving 
the spine, particularly in the upper cervical region. 
This clinical form of rheumatoid arthritis was not 
previously widely recognized. Clinical examination 
fevealed evidence of rheumatoid arthritis in two 
per cent of males and five per cent of females. 
Radiological evidence was present in six per cent 
of both males and females, and about five per cent 
of males and females had positive sheep cell tests 
for rheumatoid factor. The positivity of all assess- 
ments rose with the older age groups. Studies in 
the Netherlands* have shown similar results but 
again there have been some minor differences. 
Etiology 

Lawrence’s* findings that relatives of those 
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individuals with positive sheep cell tests had them- 
selves a significantly higher incidence of positive 
sheep cell tests, offers some indirect evidence of a 
genetic factor in rheumatoid arthritis. This finding 
was confirmed by Ziff*. Other workers’ have also 
shown an increased incidence of the disease in 
family studies. Twin studies and attempts to anal- 
yze pedigrees have been less conclusive. Blumberg’ 
concluded that if rheumatoid arthritis is genetic, its 
penetrance is less than 100 per cent. 

Considerable interest has continued to center 
around the role of hypersensitivity in the patho- 
genesis. Bunim® suggested in 1953 that vasculitis 
might be the primary lesion, and this has been 
found in many sites since that time. This is also a 
feature of many hypersensitivity reactions. Ragan!’ 
further suggested that amyloid reactions were com- 
mon in hypersensitivity states, and serum sickness 
presents some similarities to rheumatoid arthritis 
but its effect is not sustained. The discovery of 
auto-antibodies in many thyroid conditions in- 
creased interest in the problem and rheumatoid 
factor has been found to have many of the proper- 
ties of an antibody. The recent use of a fluorescent- 
antibody technique has showh special anti-nuclear 
factors!!. These are globuliris which bind them- 
selves to some cell nuclei ih vitro. It has been 
suggested that these may be auto-antibodies to 
specific cell nuclei. Recent work by Hall'? has 
shown that there is a link between various sys- 
temic rheumatic diseases and the presence of the 
anti-nuclear, rheumatoid and L.E. factors. Some 
patients with clinical rheumatoid arthritis show all 
the factors, and the mere presence of L.E. cells is 
no longer sufficient evidence to diagnose Systemic 
Lupus Erythematosis. In most connective tissue 
diseases, anti-nuclear factor is present, but rheu- 
matoid factor is relatively rare in the other con- 
ditions. This work tends to support the clinical 
impression that there is often an overlapping of 
the connective tissue diseases, and that possibly 
they may have a common etiological factor. 
Prognosis 

The presence of rheumatoid factor has been 
shown in several studies!3. 14 to carry a poorer prog- 
nosis. Further confirmation of this has been seen 
in work by Otten and Boermal!5 in the Netherlands 
and by a report by Hill4. In both these groups early 
cases with a negative test did better than early 


“cases with positive tests as far as joint involvement 


was concerned. 
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Treatment 

(1) Acetyl salicylic acid is still the most valuable 
drug available. Although some gastro-intestinal 
bleeding has been shown to occur in patients taking 
oral aspirin!“ in a long term study’ of patients 
with rheumatoid arthritis taking regular amounts 
of aspirin, there was no increase in the level of 
anemia or the incidence of gastro-intestinal compli- 
cations. Several authors?! 32 have confirmed that 
buffered aspirin has little advantage but there have 
been a number of articles on the efficacy and even 
the advisability of the regular use of soluble cal- 
cium aspirin or enteric coated aspirin, particularly 
in cases with dyspepsia or ulcer. The preferable 
dose is 60-80 grains daily. 

(2) Rest: The advantage of splints!4 38, early 
hospitalization, and the use of an extended sana- 
torium type of regime22 has been advised for the 
management of the acute case. This should be 
accompanied by physiotherapy and occupational 
therapy. 

(3) Gold: An intensive, carefully ccntrolled, 
multi-centered therapeutic trial27 by the Empire 
Rheumatism Council in Great Britain has shown 
gold to have a definite advantage over aspirin in 
the treatment of early cases over an 18-month 
period. All patients were carefully matched and 
one group received a total of 1 gm. of gold salts 
while the controls received only 0.01 mgm. Toxic 
effects from the gold were rare and readily con- 
trolled with B.A.L. and steroids. It is anticipated 
to continue the trial to assess further benefits but 
on the strength of this 18-month report, I feel that 
gold is the treatment of choice after an initial trial 
of salicylates and rest for established cases of 
rheumatoid arthritis. 

(4) Anti-malarials: Controlled trials of these 
drugs are now becoming available and they con- 
firm37 that 250 mgm. of chloroquin phosphate daily 
will result in clinical and in laboratory improve- 
ment over the control group at the end of one year. 
Six to eight weeks is required to achieve a bene- 
ficial effect. Unfortunately as in the case with gold, 
the radiological progression of the disease was 
equal in both treated and untreated groups. Other 
investigators have emphasized the frequency of 
eye complications which often can only be seen 
with slit-lamp examination. This was apparently 
more common with the higher doses used initially. 
Gastro-intestinal side effects were common but 
were usually controlled by a temporary reduction 
in dosage. It would seem that this is a useful addi- 
tion to our armamentarium. 

(5) Phenylbutazone: Further studies40 have con- 
firmed the value of the drug. It is recommended 
that it be given for a 10-day trial period and if no 
subjective improvement, that it be discontinued: 
Toxic effects must be watched for but are uncom- 
mon in recommended maximum doses of 100-300 
mgm. daily. 


(6) Steroids: A carefully controlled trial jn 
Great Britain!8 comparing the results of predniso- 
lone and aspirin in the treatment of early cases of 
rheumatoid arthritis, is one of the most significant 
developments in the past year. In this trial, unlike 
the earlier trial with cortisone, the patients treated 
with prednisolone showed an early significant im- 
provement in both clinical and laboratory indice, 
of inflammatory polyarthritis and this improve- 
ment, although less marked, was still present toa 
significant extent at the end of two years. Perhaps 
even more significant, was the fact that the pred- 
nisolone group showed no significant change in 
radiological signs of erosive joint disease over this 
two-year period while the analgesic group did 
show radiological progression. On the other hand, 
the rheumatoid factor of the prednisolone group 
showed a rise over the two years while that in the 
control group remained the same. This is obviously 
important if the rheumatoid factor plays some 
special role in the pathogenesis of the disease, and 
also in view of the previous work suggesting that 
patients with a high titre have a poorer prognosis, 
The prednisolone group showed a higher incidence 
of side effects, and these included peptic ulceration, 
psychosis, hypertension, mooning and weight gain. 
The mean dose during the trial period was reduced 
from over 17.0 mgm, to 10.0 mgm. All those patients 
who had major side effects were receiving over 
20 mgm. daily and it was recommended that the 
optimal daily dose for long term therapy in the 
average case should not be more than 10 mgm. 


The past year has also seen a number of short 
trials and reports on the various new steroids. 
Several investigators23 have shown that on a short 
term survey, there is little to choose between tri- 
amcinolone and its predecessors in the treatment 
of rheumatoid arthritis, but triamcinolone has pro- 
duced some disturbing reports of it stimulating a 
form of arthritis, and it has also been responsible 
for a peculiar type of severe muscle weakness and 
wasting and increased gastro-intestinal complica- 
tions. Methyl prednisolone, which is equal to tri- 
amcinolone in potency, has been noted to have an 
associated increased incidence of bruising. Dexa- 
methasone20, which is the most potent steroid to 
date, has the marked disadvantage of producing 
a very rapid and undesirable weight gain. For 
these reasons it was concluded by a special sub- 
committee of the Empire Rheumatism Council” 
that prednisone or prednisolone were the steroids 
of choice in the long term treatment of rheumatoid 
patients. Occasionally, patients who do not respond 
to one form of steroids, may respond to a different 
steroid in equivalent dosage. 


The selection of patients for steroid therapy is 
still very difficult but the Empire Rheumatism 
Council24 attempted to set out some rules which ! 
think are probably the best available at present. 
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Indications for Steroids in Rheumatoid Arthritis 

1, Patients under 50, not yet irreversibly crippled 
with continuing social and economic responsibili- 
ties, with disease of 2-5 years’ duration, running 
a progressive course, with a positive sheep cell test 
(or latex fixation test), anemia, and a persistently 
rapid E.S.R., who have failed to improve with con- 
servative measures, (i.e. 6-8 weeks’ bed rest with 
full doses of salicylates). 

2. Patients in whom radiological examination 
shows steadily progressive joint damage, likely to 
lead to serious impairment of function if allowed 
to continue unchecked. 

3. Patients with progressive disease who cannot, 
for social or economic reasons, undergo an ade- 
quate period of conservative treatment in hospital 
and who are in danger of losing employment or 
becoming unable to look after home and family. 

4. In patients already incapacitated and who 
have become physically dependent on relatives or 
friends, it may be justifiable to use steroids in the 
hope of raising functional level sufficiently to re- 
store personal and social independence. 

Corticosteroids are generally contraindicated with 
previous peptic ulceration, significant hypertension, 
or active tuberculosis. Post menopausal women are 
exceptionally prone to develop osteoporosis on ster- 
oids and all patients have increased susceptibility 
to all forms of stress including surgery and infec- 
tions, particularly the reactivation of quiescent 
tuberculosis. 

(7) Intra-articular Steroids: These drugs continue 
to be very useful for the treatment of one or two 
acute joints33, Recently a number of new deriva- 
tives have come on the market at considerably in- 
creased expense to replace the older hydrocortisone 
acetate. Chandler35 showed no significant difference 
between the effect with hydrocortisone acetate and 
hydrocortisone tertiary butyl acetate (T.B.A.), al- 
though both were better than the placebo drug. In 
a different article36 he reported the occurrence of 
marked joint destruction with frequent injections 
resulting in a Charcot’s type of joint. This must be 
accepted as a possible occurrence but it is rare un- 
less massive doses are used over long periods of 
time. Infection34 is another very real hazard of 
intra-articular injections. No adequate trials have 
as yet been made on the new methyl-prednisolone 
drugs for intra-articular injections which have re- 
cently come on the market but it seems unlikely 
its efficacy will warrant the increased cost for 
routine use. 

Juvenile Rheumatoid Arthritis (Still’s Disease) 

Bywaters25 who has the largest group of these 
Patients, has published a study of 216 patients seen 
over an 11-year period. No child has been lost to 
follow-up and 116 cases have been followed for 
over five years. The majority of patients required 
only conservative measures. As has been shown in 
adults, the better prognosis is more marked in those 


admitted early in their disease, and after the first 
five years, their functional capacity tended to re- 
main static. Only one out of 55 patients seen within 
one year of onset had any marked restriction of 
function five years later. In contrast, 39 per cent 
of patients admitted after the first year of their 
disease had marked disability five years later. 

In a controlled trial on two groups of early 
patients, little difference was noted between corti- 
sone and conservative measures. Fractures, iritis, 
and amyloidosis were among the complications. 
They concluded that growth retardation is not 
greater than that seen in most chronic illnesses in 
children. Rheumatoid factor as manifested by the 
D.A.T., was positive in only 13 per cent of Still’s 
disease and these were more common in the older 
age group and in males!9, There was little tendency 
for negative cases to later become positive. Nodules 
when present, showed a tendency to be associated 
with a positive test. 

Ankylosing Spondylitis 

Pulmonary function studies were performed on 
12 cases#1 and showed a frequent decrease in vital 
capacity and total lung capacity associated with a 
well maintained maximum ventilatory capacity. It 
was suggested that this might result from the rela- 
tive overexpansion of the lower and undcrexpan- 
sion of the upper portions of the lung. Several 
studies28. 29 have shown an increased incidence of 
leukemia in patients treated with radiotherapy. A 
Toronto study revealed that four out of 116 patients 
treated with radiotherapy, developed leukemia as 
against none out of 445 not treated with radio- 
therapy. Further investigation is being carried out 
but many radiotherapists feel that this was the 
result of numerous small exposures over a number 
of years, rather than an adequate course when first 
seen. For the present, this form of treatment should 
probably be reserved for those who have persistent 
pain and active disease not readily controlled with 
small doses of phenylbutazone. Another interesting 
study42 on patients with ankylosing spondylitis, 
was the finding of a distinctive spondylitic heart 
disease resulting in aortic insufficiency. 


Other Connective Tissue Disease 
(Collagen Diseases) 

As previously mentioned!2, anti-nuclear factor 
was present in a large number of these conditions. 
This tends to link these diseases together, possibly 
on an auto-immune basis. Steroids are widely used 
in this group but there is little evidence that they 
prolong life although most authors agree that they 
produce some subjective improvement. Further re- 
ports39 were made on the association of malignant 
tumours with dermatomyositis. Most authors‘ 
now accept that steroids have increased the inci- 
dence of an arteritis in rheumatoid patients and 
this is sometimes indistinguishable from the pro- 
gressive arteries seen in periarteritis nodosa, both 
clinically and pathologically. 
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Osteoarthrosis 


One interesting study26 in this disease was the 


finding that patients with clinical and radiological 
evidence of osteoarthritis, had a much higher serum 
cholesterol than controls of similar age, weight and 
sex. The significance of this in the pathogenesis is 
being studied in several centers. 


Gout 


Anturan (a phenyl butazone derivative), has been 
shown to be the most effective uricosuric agent yet 
discovered24. Colchicine or Phenylbutazone are still 
most effective in the acute attack, but long term 
prophylaxis is important. Aspirin should not be 
used with uricosuric agents as it has a blocking 
effect. Several reports#4 45 have appeared in the 
literature of the effect of the chlorothiazide group 


in 


raising the serum uric acid levels and in some 


cases precipitating acute gouty attacks. 


Other Diseases 


Additional reports on the prognosis of Reiter’s 


Disease2! in both men and women have appeared, 
and there have been good articles on arthritic mani- 
festations or sarcoidosis4?, erythema nodosum’8, and 


ulcerative colitis30. 46, 


Interested readers should 


consult these reports. 


Summary 


An attempt has been made to survey some of 


the developments in rheumatology over the past 
two years. It is not complete but represents some 
aspects which have attracted the writer’s attention. 
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Surgery 


Some Recent Advances in Surgery 
L. C. Bartlett, M.D., F.R.C.S.(C) 


The term recent advances may include knowledge 
or procedures which are totally new, but may also 
include newer facets or revisions of old concepts. 
This paper exemplifies some of each. 

1, Miscellaneous 

Fibrinolysis is a normal process following trauma. 
Damaged tissues liberate substances called activa- 
tors which convert serum plasminogen to plasmin. 
Plasmin is a proteolytic enzyme which hydrolyzes 
fibrin, fibrinogen, prothrombin and other proteins. 
Some tissues are especially rich in activators of 
plasminogen, e.g. lung, uterus, prostate and pan- 
creas. The action of fibrinolysis is, however, op- 
posed by an inhibitor and the final result depends 
on the interplay of activator, plasminogen and 
inhibitor. 

Plasminogen 

<— Activator from damaged tissues. 
Fibrin 
Fibrinogen 
Prothrombin 
Other proteins. 


Opposed by 
inhibitor 


In most cases the process is well-balanced, but 
sometimes inbalances occur resulting in strong 
fibrinolysis. 

Experiments in tissue transplantation are still 
numerous. Tissues from a fetus of 17 to 33 weeks 
gestation, when transplanted to another individual, 
survive not better than adult tissues. Skin homo- 
grafts, i.e. from another individual — survive longer 
in patients with malignant disease. 24 kidney trans- 
plants have been done at the Peter Bent Brigham 
Hospital. The only successful ones were those done 
in identical twins in which seven out of eight were 
successful. Although there are reports of successful 
— transplants it is very difficult to assess 

em. 

Myocardial infarction occurred post-operatively 
in 35 out of 21,000 operations. The most important 
Causes are coronary arteriosclerosis and hypoten- 
sion. The ECG is the best means of diagnosis. 
Mortality was 31%. Serum glutamic oxalacetic 
transaminase post-operatively rises to a peak on 
the 2nd day and is back to normal by the 7th 
day. With certain exceptions it does not rise 
Post-operatively above 60 units as it does with 
myocardial infarction. The exceptions are: trauma 
to the lungs, liver and biliary tract, or skeletal 


Based upon a paper presented at Grace Hospital Clinical 
Luncheon, October. 18, 1960. 


muscle, massive post-operative tissue necrosis and 
possibly prolonged anaesthesia. 

Intravenous fat (Lipomul) has now had con- 
siderable trial and 500 to 600 cc per day can be 
given for up to one week supplying 800 to 1000 
calories per day. It is utilized and has a protein- 
sparing action. There are a moderate number of 
febrile reactions, and it is recommended only for 
severe nutritional problems. 

Methods of sterilization of plasma to kill the virus 
of hepatitis are still being sought. Storage for six 
months at 89 deg. F. was thought to be effective 
in one series, while in another, pasteurization ap- 
peared promising. Further trials seem warranted. 

The mortality rate from burns remains the same 
—in a series of 780 patients, none survived with 
more than 45% 2nd or 3rd degree burns. The high- 
est mortality rates are in the very young or very 
old. Patients now seldom die in the early shock 
phase, but go on to die in 7 to 14 days. The cause 
of death is unknown, but infection seems the most 
likely cause. 

One of the disadvantages of cancer chemo- 
therapeutic agents is the toxicity of these agents, 
particularly to the bone marrow. This has led to 
regional perfusion of the tumor with the agent, if 
the tumor is in a site where this is anatomically 
feasible, e.g. the limbs. The liver, intestines, pelvis 
and lungs have also been thus perfused, using an 
artificial heart-lung machine. Melanoma of the 
limbs with extensive cutaneous metastases has so 
far proved the most sensitive, although to date such 
treatment is palliative rather than curative. 

In a series of 170 melanomas the five year cure 
rate was 26% when regional lymph nodes were 
positive, 71% when they were negative. 

Functioning carcinoid tumors are still rare enough 
to be reported. When these tumors secrete large 
quantities of serotonin, they may cause flushing of 
the skin, cramps and diarrhoea. The urine contains 
increased amounts of hydroxy-indole-acetic acid. 
The primary tumor is usually in the small bowel, 
but the syndrome has been reported with the carci- 
noid type of bronchial adenoma. 

Post-operative parotitis is usually seen in the 
very ill, dehydrated patient with poor oral hygiene. 
Treatment with small doses of x-radiation — 75r 
daily —is still recommended. If there is no re- 
sponse, immediate relief of pain can be achieved 
by incision of the parotid capsule under local 
anaesthesia. 

Treatment of 500 cases of hyperthyroidism with 
radioactive iodine is reported. 12% were rendered 
permanently hypothyroid and 2% remained hyper- 
thyroid even after re-treatment. 

The long natural history of papillary cancer of 
the thyroid is again stressed and makes assessment 
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of different forms of treatment very difficult. There 
seems to be fairly general agreement that the 
primary tumor should be removed by a total lob- 
ectomy, and that if cervical nodes show metastases 
a radical neck dissection should be done. If there 
are no palpable metastases, opinion is divided as 
to whether a radical neck dissection should be done 
or not. 

In 200 cases of hyperparathyroidism primary 
chief cell hyperplasia, involving all four glands, 
was reported in 5%. The glands were nodular and 
irregular in shape. They were treated by removing 
three of the glands and a part of the fourth. 

The combined mandibular-neck dissection for 
patients with advanced intra-oral cancers and node 
metastases resulted in three year cures in 47% 
in a series of 58 cases. Routine tracheotomy is 
considered essential. In no case was nutrition a 
problem. 

Gynecomastia is usually central, whereas cancer 
of the male breast is usually eccentric. When 
gynecomastia is unilateral, unexplained endocrine 
imbalance is the probable cause. When it is bi- 
lateral, one should suspect liver disease, hormone 
therapy, castration, or tumors of the testis, adrenal 
or pituitary. 

A review of 549 cases of cancer of the breast in 
women under 35 showed that before axillary meta- 
stases appear, the prognosis is as good in younger 
as in older women. After nodal metastases apppear 
it is not. 

No clear rational method of treating advanced 
breast cancer is applicable in all cases. Oral hydro- 
cortisone (100 to 150 mg/day) has produced excel- 
lent palliation in some cases of advanced breast 
eancer, and endocrine studies suggest that it acts 
by suppression of estrogen production 

Adrenalectomy with or without oophorectomy 
gave useful palliation in 35% of cases of advanced 
breast cancer. The patients most likely to benefit 
are those who have benefitted from castration, from 
testosterone or from corticosteroids. 

Hypophysectomy has proved helpful in about 
50%, and the only reliable index for its use has 
been a favorable response to oophorectomy. 

The value of thymectomy for patients with myas- 
thenia gravis without tumor is still uncertain. It is 
recommended only for young women who are not 
doing well on medical management. 

2. The Lungs 

In 159 patients with bronchiectasis treated by 
resection, 90% were improved. Medical treatment 
may also be highly successful, but must be con- 
tinued indefinitely. Resection is the ideal treatment 
if the disease is well localized. 

Animal experiments indicate that the shock 
associated with pulmonary embolism is due to 
mechanical obstruction in the pulmonary arteries, 
rather than to sympathetic reflexes. 

In 500 tuberculous patients, medical treatment 
resulted in negative sputums and gastric washings 


in four months, in 84%. Those with minimal dis. 
ease respond well to medical treatment alone; those 
with moderate or advanced disease may require 
excision either to produce a negative sputum or to 
remove a likely source of re-activation. A mortality 
rate of 1.3% is reported for 297 resections. Drug 
treatment was much less satisfactory in patients 
not admitted to hospital. Most primary infections 
in children respond to medical treatment. 

The importance of serial follow-up examinations 
in patients with abnormalities on chest x-rays is 
stressed. In the early stages bronchogenic carci- 
noma may produce minimal x-ray evidence. 

Bronchogenic carcinoma may spread by blood 
stream as well as by lymphatics at an early stage. 
There was blood vessel invasion in 88% of surgi- 
cally resected specimens. Radical pneumonectomy, 
i.e. stripping as much as possible off the mediastinal 
structures resulted in a higher mortality rate than 
standard pneumonectomy and failed to give more 
five year cures, perhaps because of blood stream 
spread. The five year survival of 182 patients with 
resection for bronchogenic carcinoma was 22%. 
45% of these showed lymph node metastases in the 
specimen, but it may be significant that only 7% 
showed blood vessel invasion. 

Lobectomy has found an increasing place in 
carcinoma of the lung and is used either for pal- 
liation or when it offers a reasonable chance of 
encompassing the disease. 

3. The Heart 

Aspiration of the pericardial sac is strongly 
recommended for cardiac tamponade. The subxi- 
phoid approach is recommended. It may have to 
be followed by thoracotomy depending upon the 
case. 

Constrictive pericarditis usually develops within 
a year of an attack of pericarditis. Many cases are 
tuberculous. 

Hypoxia resulting from an interference with 
gaseous exchange remains the commonest cause of 
cardiac arrest. Hypotension takes second place. 

Preliminary clinical (four human cases) and 
experimental evidence (on dogs) suggests that for 
the patient who shows evidence of central nervous 
system damage, after cardiac arrest and massage. 
immediate hypothermia may minimize the CNS 
damage. They are cooled to 32-34 deg. C., witha 
cooling mattress, and kept until CNS function re 
turns. Tracheotomy is used along with artificial 
respiration when necessary. 

Tetralogy of Fallot can be repaired by open 
cardiac surgery, closing the interventricular defect, 
doing a pulmonary valvotomy when necessary— 
resecting the stenosed segment of pulmonary in- 
fundibulum, replacing it when necessary with 4 
segment of Ivalon sponge. Those patients who im- 
prove immediately after anastomatic operations for 
Tetralogy do not always maintain it. In some the 
stenosis becomes more severe or the anastomosis 
closes. 
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Congenital and acquired aortic stenosis has been 
successfully treated by incision of the stenosed 
valve or subvalvular ring. The long term results 
are doubtful since it is likely that the stenosis will 
recur. Replacement with a prosthetic aortic valve 
holds more promise. 

Attempts have been made to treat aortic insuf- 
ficiency by taking longitudinal pleats in the aorta, 
or by suturing prostheses to the deficient valve 
cusps. 

Mitral insufficiency has been treated by direct 
suture of a portion of the valve slit or by suturing 
a prosthesis over the gap. 

Excellent coronary arteriograms can now be 
made with little risk, by injections of radio-opaque 
dye through a catheter threaded through the brach- 
ial artery into the ascending aorta. The timing of 
the injections is fired by the electrocardiogram. The 
technique is useful as a research tool and perhaps 
as a diagnostic aid in doubtful cases of coronary 
artery disease. 

There is ample evidence now to show that inter- 
nal mammary artery ligation or implantation into 
the myocardium does not increase the collateral 
circulation to the myocardium. 

4, Aorta and Peripheral Arteries 

Penetrating wounds of or near great vessels 
should be explored as soon as possible. Restoration 
of continuity is preferable to ligation. 

Peripheral aneurysms are also best treated by 
excision and restoration of continuity rather than 
ligation. 

Mortality rate for excision of aneurysms of the 
thoracic aorta is reported as 56% for ascending 
aorta or aortic arch, 212% for descending thoracic 
aorta, 36% for thoraco-abdominal aorta. 

Dissecting aortic aneurysms carry a natural 
mortality rate of 25-50% in the first 48 hours and 
75-90% in the first two months. To offer any chance 
of cure, surgery should be performed as early as 
possible. 

Occlusion of the great vessels arising from the 
aortic arch by a progressive form of arteritis (aortic 
arch syndrome) is often fatal. The signs are those 
of arterial insufficiency in the brain and the upper 
extremities. There are reports of successful end- 
arterectomy or bypass. 

Aortography is essential for pre-operative evalu- 
ation of the extent of arteriosclerotic changes. 
Errors of interpretation are usually due to under- 
estimation of the extent of the disease. Complica- 
tions of aortography are minimized if the injection 
is done below the renal artery. 

In occlusive disease of the femoral artery, excision 
and grafting has been almost entirely replaced by 
bypass-grafting. 

There are varying reports on the follow-up 
results of arterial homografts which are certainly 
Susceptible to occlusion from thrombosis, degener- 
ation with calcification or aneurysm formation. 


There is little information yet on the late results 
of arterial prostheses. 

Intravenous fibrinolysin was thought to be help- 
ful in treating 52 patients with thrombo-embolic 
disease. Anticoagulants should be given simul- 
taneously to avoid re-thrombosis. 

5. Abdomen 

Serum lactic dehydrogenase (LDH) which is 
elevated after infarction of myocardium, lung and 
kidney is also elevated with massive infarction of 
bowel, e.g. with volvulus or mesenteric occlusion. 
A level of over 300 units is diagnostic, but of course 
a normal reading does not exclude infarction, par- 
ticularly of a short segment of bowel. 

An uncommon, diffuse, primary, non-bacterial, 
sclerosing cholangitis has been reported in which 
the extra-hepatic bile ducts show a marked inflam- 
mation and thickening of the ducts, resulting in 
obstruction. 

50% of patients with cirrhosis and bleeding 
oesophageal varices were dead within two years 
and it was felt that the severity of the bleeding 
paralleled the severity of liver damage. Prophy- 
lactic porto-caval shunt appeared to offer no ad- 
vantage, although the point is still debated. Some 
other method of attack must be found. 

Resection of either the right or left lobe of the 
liver is now feasible, e.g. for solitary tumors and is 
followed by rapid compensatory regeneration. The 
dissection is done anatomically with a knowledge 
of the intrahepatic major ducts and vessels. 

Further evidence regarding the role of the spleen 
in causing hemolytic anemia can be obtained by 
demonstrating a shortened survival of patients’ 
erythrocytes reinjected after being tagged with 
radioactive chromium. 

Common duct injuries are much better prevented 
than treated. Very careful dissection before clamp- 
ing or cutting and a knowledge of anatomic varia- 
tions are essential. Repair of 112 common duct 
injuries resulted in a total mortality rate of 40% 
from surgery plus complications. 

A study of 1840 serum amylase determinations 
again confirmed the fact that elevation is seen in 
many conditions other than pancreatitis, e.g. chole- 
cystitis, peritonitis, post-gastrectomy, intestinal ob- 
struction, and others. It must be interpreted in 
light of the clinical picture. 

Carcinoma of the pancreas remains almost a 
hopeless disease, except for those rare cases diag- 
nosed at an early stage, in whom radical excision is 
indicated. It has been proved possible to destroy 
the dog’s pancreas by interstitial radioactive gold; 
whether this will be of any value for pancreatic 
carcinoma remains to be seen. 

Surgery for chronic peptic ulcer is still under 
scrutiny with emphasis on late nutritional status. 
The Billroth I operation is a good operation for 
gastric ulcer when feasible but for duodenal ulcer 
has too high a recurrence rate. 
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Duodenal ulcer is best treated by subtotal gas- 
trectomy except that in thin patients, vagotomy 
with gastro-enterostomy or with hemi-gastrectomy 
and Billroth I anastomosis may be preferable to 
prevent weight loss. 

Massive hematemesis has been controlled by 
cooling the gastric mucosa to 17-20 deg. C. Cool 
water is circulated through an intragastric balloon. 

Studies with radioactive iron show that after 
subtotal gastrectomy iron absorption is normal, if 
given while fasting, but impaired if given with 
meals. This is probably due to rapid transit through 
the upper jejunum where most iron absorption 
occurs. 

Some of the weight loss following gastrectemy 
is due to faulty digestion of fat which is so high 
in calories. Feeding of extra fat with pancreatic 
extract and bile salts can increase fat absorption. 

In 74 cases, gastric polypi were found tc be 
malignant in 16%, when solitary, and 9% when 
multiple. 

Gastric exfoliative cytology is useful in suspected 
but unproven cases of gastric cancer. 

In cancer of the stomach excision should en- 
compass the lesion with a wide margin of normal 
tissue. More radical resection offers little chance 
of cure, carries a greater risk and seriously impairs 
nutrition. 

In 75 patients who had resection of a lymphosar- 
coma of the stomach, seven are alive ten years later, 
with no sign of recurrence. 


In chronic regional ileitis, surgery is indicated 
only for complications — hemorrhage, obstruction, 
perforation, fistula or mass. Localized disease is best 
treated by excision, in other cases, short-circuiting. 

There are now a number of reports of successfy] 
embolectomies from the superior mesenteric artery, 
Autopsy studies showed that of 19 cases, 15 might 
have benefitted from embolectomy. There was also 
a surprising incidence of infarction with no demon- 
strable vascular occlusion. 

In atypical cases of congenital megacolon, biopsy 
of rectal muscularis 2-3 cm. above the muco- 
cutaneous junction may prove helpful. 

Two types of pseudo- membranous ulcerative 
colitis are recognized: (1) intravascular coagulation 
in submucosal capillaries; this type is characterized 
by severe shock and is usually fatal. Vigorous anti- 
shock treatment is indicated; (2) staphylococcal 
overgrowth with enteritis and diarrhoea. This may 
or may not be due to antibiotics. Sometimes the 
two types are combined. In one case the disease 
subsided after given three retention enemas of a 
solution of normal stool to restore the intestinal 
flora. 

In properly selected patients with carcinoma of 
the rectum, i.e. in those in whom the operation cai 
be safely done, the results with anterior resection 
may be as good as with abdomino-perineal. 

An inguinal hernia is not present unless there is 
a sac, and a patient with an enlarged external ring 
should not be tagged with a diagnosis of “potential 
hernia.” 


. .. Is it not also disgraceful to need doctoring, not merely for a wound or an 
attack of some seasonable disorder, but because, through living in idleness and luxury, 
our bodies are infested with winds and humours, like marsh gas in a stagnent pool. 
so that the sons of Asclepius are put to inventing for diseases such ingenious names 
as flatulence and catarrh? 


Yes, they are queer, these modern terms. 


And not in use, I fancy, in the days of Asclepius himself, to judge from the 
behaviour of his sons at Troy. When Eurypylus was wounded, they had no fault to 
find with the woman who gave him a draught of Pramnian wine well sprinkled with 
barley meal and grated cheese — rather an inflammatory mixture you might think— 
nor did they blame Patroclus, who was in charge of the case. 


It certainly was an odd drink for a wounded man. 


Not if you reflect that in the old days, until the time of Herodotus, the sons of 
Asclepius had no use for the modern coddling treatment of disease. But Herodotus, 
who was a gymnastic master and lost his health, combined training and doctoring in 
such a way as to become a plaque to himself first and foremost and to many others 
after him. 


How? 


By longering out his death. He had a mortal disease, and he spent all his life at 
its beck and call, with no hope of cure and no time for anything but doctoring him- 
self. Every departure from his fixed regimen was a torment, and his skill only 
enabled him to reach old age in a prolonged death struggle. . . 


—Plato, The Republic. 


=> 


ct 


sa 


Zea 


— 


December, 1960] 


The Manitoba Medical Review 


Recent Trends in Orthopaedics 
P. N. Porritt, F.R.C.S.(Eng.), L.R.C.P.(Lond.) 


During the past few years two entirely new 
methods of treatment have been introduced: 1) 
Perfusion of limbs with chemotherapeutic agents 
for neoplastic disease, and 2) the use of Ostamer 
for internal fixation of fractures. The remaining 
advances have been largely re-emphasis and fur- 
ther development of diagnostic and therapeutic 
measures already in existence. 

Perfusion of Limbs 

Perfusion of limbs with chemotherapeutic agents 
was introduced by Klopp in 1950. Many other 
workers have duplicated this method including 
Stehlin and his co-workers. By use of an extra- 
corporeal circulation method and, if possible, a tour- 
niquet up to six times the dose of nitrogen mustard 
or allied substance can be infused into a limb as 
can be tolerated when introduced into the systemic 
circulation. The main use of this technique appears 
to be to control malignant melanoma, squamous cell 
carcinoma and occasionally secondary carcinoma. 
The results in osteogenic sarcoma of bone have been 
very disappointing. Perfusion has been used to 
attempt to relieve symptoms due to metastases or 
inoperable tumors, notably melanomas. It has also 
been found that occasionally an apparently inoper- 
able tumor can be reduced in size to permit amputa- 
tion. The results have been most satisfactory with 
melanomas, but as malignant melanomas have such 
an unpredictable course it is difficult to be certain 
whether the results are entirely due to the therapy 
or to the biological pattern of the disease. 

Experimentally, Ryan and others in Louisiana 
have treated chronic osteomyelitis in a limb bone 
by perfusion of the limb with antibiotics and this 
has been used on one occasion clinically with satis- 
factory results. 


Ostamer 

It has long been felt desirable to develop a 
substance which could cement fractured bones. This 
substance should be inert, contain minute pores 
through which bone trabeculae could grow and not 
be likely to cause malignant lesions. In 1958, Man- 
darino introduced Ostamer, a polyurethane Polymer 
which initially seemed to fulfill these requirements. 
Mandarino and his co-workers are enthusiastic, in 
contrast to Irving Redler and Drompp who found 
a considerable number of failures (fracture of 
Ostamer, infection and non-union) in their cases. 
Hueper has produced intra-abdominal sarcoma and 
carcinoma with implants of Ostamer in rats. 

At the last meeting of the American Academy 
of Orthopaedic Surgeons in Chicago, several papers 
were read on the use of Ostamer and the general 


Orthopaedics 


consensus of opinion is that Ostamer has not yet 

been found to have the qualities necessary for 

routine use. Experiments on other substances are 

proceeding and ultimately may be successful. 
Paediatric Conditions 

Scoliosis 

The standard method of treatment for a severe 
progressive scoliosis is correction of the curvature 
as much as is desirable and fusion of the primary 
curve or curves. This procedure has, to many, 
seemed unphysiological and frequently pseudo- 
arthroses develop with consequent loss of the cor- 
rection obtained. Two entirely different types of 
procedures have been recently developed. One 
method uses some form of mechanical device which 
is buried within the body to correct the curvature. 
Allan of Birmingham introduced his “jack,” which 
in essence, consists of a rod with a turnbuckle on 
it which is inserted between two points on the 
concave side of the curve and then is lengthened 
to correct the curvature. About ten years ago Har- 
rington started using two rods, one to distract the 
concave side of the curve by increasing the effective 
length of the rod, and compression on the convex 
side in which the effective length of the rod was 
decreased. This method has recently been pub- 
lished by Harrington and endorsed by Garceau. As 
the child grows it is necessary to re-operate to fur- 
ther increase the effective length of the distraction 
rod. 

Another method employed by Butler of Montreal 
is the use of springs on the convex side of the curve 
to overcome the scoliosis. 

Roaf of the Dame Agnes Hunt Hospital, England, 
has recently described a method in which the epi- 
physes of the vertebral bodies on the convex side 
are obliterated, thereby permitting further growth 
of the epiphyses on the concave side with the sub- 
sequent correction of the curvature as the child’s 
growth continues. 

These methods described are all experimental 
and their place in the treatment of scoliosis has not 
been established. 

Legge-Perthe-Calve’s Disease 

Clinical research has indicated that there are two 
groups. In children under five years of age the 
disease seems to be more benign than in those who 
are older. The rate of revascularization of the 
femoral head is more rapid than in the older age 
group, and the shape of the femoral head is main- 
tained better. 


Pes Planus 

Considerable attention has been drawn in the 
literature lately by Osmond-Clarke of London in 
1954, and recently by Heyman, to congenital verti- 
cal talus as a cause of flat feet in young children. 
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The condition is recognizéd by a rigid flat foot in 
an infant with usually some equinus, and the head 
of the talus is palpable on the medial border of 
the foot. X-ray which shows vertically placed talus 
is diagnostic. The treatment of this condition is 
difficult and it is felt by the above authors that 
early surgical correction is indicated. 
Cerebral Palsy 

Thirty to forty years ago many patients with 
cerebral palsy were treated by various surgical 
procedures but the end results were not good and 
there was a swing in the 1930’s and 1940’s away 
from surgical procedures, so much so that many 
orthopaedic surgeons described the first operation 
on a child with cerebral palsy as being the begin- 
ning of sliding down the slippery slope of surgery. 
Since the war, however, it has become apparent 
that there are five main types of cerebral palsy and 
that surgery on the limbs is mainly of value in the 
spastic variety. It has also become clear that oper- 
ation should be regarded as merely an incident in 
the child’s treatment and not as an end in itself. 
Physiotherapy, bracing, re-education, spectacles to 
correct nystagmus, are all extremely important 
facets of the treatment of a child with cerebral 
palsy. 

Trauma 

Fracture-Dislocations 

Fracture-dislocations of the ankle joint in the 
past were regarded as being inevitably followed by 
painful osteoarthritic ankles. Many fractures how- 
ever, can be reduced anatomically by operative 
measures and the reduction maintained by some 
form of internal fixation. It has, in particular, been 
emphasized that soft tissue interposition may be 


found between the fragments, thus preventing ac. 
curate manipulative reduction. This is particularly 
common when the medial malleolus is fractured 
and the x-ray in Figure 1 shows how an adequate 
reduction of the dislocated talus was obtained, but 
there was a large gap between the medial malleolus 
and the tibia which, at operation was found to con. 
tain a large flap of periosteum. Braunstein has 
recently emphasized the frequency of soft tissue 
interposition in fractures in the ankle region. 

Fracture-dislocations of the cervical spine are 
now being more often treated by early internal 
fixation, a common method being bone grafting 
together with wiring of the laminae. This has been 
done because a high proportion of patients with 
fracture-dislocations of the cervical spine, treated 
conservatively, have developed subluxation after 
external immobilization has been discarded. For- 
sythe has re-emphasized this point. 

Knight of Tennessee and others have shown that 
certain types of central fracture-dislocation of the 
hip are capable of accurate open reduction. For this 
to be a practical proposition, there should be two 
or three large fragments which can be accurately 
repositioned and held reduced by screws or Stein- 
man’s pins. Unfortunately in the majority of cen- 
tral dislocations of the hip joint, the acetabulum is 
grossly fragmented and then anatomical reduction 
is impossible. 

Replacement of the femoral head by a prosthesis 
as primary treatment of a subcapital fracture of the 
neck of the femur has become very popular. How- 
ever, it was found that many patients who were 
treated this way developed considerable pain and 
in some the prosthesis fractured or became loose. 


Figure 1 
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There is no doubt that if a fractured neck of femur 
which is treated by internal fixation unites and does 
not develop avascular necrosis, the results are more 
satisfactory than with the use of intramedullary 
prosthesis. The general consensus of opinion, as 
stated by Compere, is that replacement of the 
femoral head for subcapital fractures by a pros- 
thesis is the most logical treatment for the very 
elderly patient, the mentally incompetent, and 
those in whom the fracture is due to neoplastic 
involvement of the femoral neck or head. It is now 
agreed that pathological fractures through malig- 
nant neoplastic deposits are best treated by internal 
fixation and some form of reduction if the patient 
has a reasonable expectation of life. 

Ligamentous Injuries 

O’Donoghue has recently stressed the necessity 
of early repair of torn ligaments. The diagnosis of 
ligamentous injuries may be extremely difficult un- 
less the patient is anaesthetized and x-rays taken 
to demonstrate abnormal mobility of the bones 
comprising the joint. 

Tuberculosis 

The introduction of anti-tuberculous drugs has 
revolutionized the treatment of bone and joint 
tuberculosis. M. C. Wilkinson of Black-Notley, Eng- 
land, has successfully treated tuberculous lesions 
by a combination of surgery and anti-tuberculous 
drugs. The principle of his treatment has been to 
excise the diseased focus and if this leaves a large 
defect in bone, to pack it with autogenous bone 
chips. Synovial forms are often rendered quiescent 
before the articular surfaces are affected by con- 
servative therapy. Hodgson of Hong Kong has 
shown that a transpleural approach to the thoracic 
spine is safe and allows better access than extra- 
pleural methods. 

Due to these advances, patients are in hospital a 
considerably shorter time and many now have mov- 
able joints which, in the pre-antibiotic days would 
inevitably have been fused. 

Rheumatoid Arthritis 

Vaughan Jackson of London, England, has 
demonstrated that many patients with rheumatoid 
arthritis acquire attrition rupture of flexor and ex- 
tensor tendons of the fingers due to fraying against 
sharp spikes of bone, the result of the destructive 
rheumatoid process. He has further demonstrated 
that by removal of the sharp bony spur and repair 
of the tendon, often by use of a graft, restores con- 
siderable function to the hand. 

Chandler has recently recorded examples of 
rapid destruction of joint surfaces after repeated 
intra-articular injections of hydrocortisone. Thir- 
teen to twenty-five patients treated developed un- 
duly rapid degenerative changes. It is postulated 
that this results from interference with the local 
Protective mechanism of the knee due to reduction 
of pain. 


Osteoarthritis of the Hip 

Following the introduction of the vitallium mold 
by Smith-Petersen of Boston, cup arthroplasty be- 
came very popular. However, the early promise of 
this operation was not completely fulfilled and in 
1950 the Judet brothers introduced their plastic 
femoral head prosthesis. This again did not live up 
to expectations due to faults in the plastic material. 
Since then a large number of different types of 
metallic femoral head, and femoral head and neck 
prosthesis have been introduced but it is again 
apparent that in many cases the results, particularly 
in young people, are not satisfactory, as the patient 
develops painful hips, or the prosthesis may become 
loose. 

Kallio of Helsinki has recently described a skin 
graft arthroplasty of the hip in which a cup of skin 
is placed over the femoral head. He contrasts the 
results of vitallium cup and prosthetic arthroplasty 
with his technique, and notes that the incidence of 
complication was lowest with his method but that 
the incidence of post-operative pain was the same 
as with cup arthroplasty and more frequent than 
with metal prostheses. Because of the unsatisfac- 
tory results of arthroplasty, many surgeons are re- 
turning to McMurray’s intertrochanteric osteotomy 
of the femur with encouraging results. In younger 
patients many surgeons prefer hip arthrodesis. 

The surgical problem of osteoarthrisis of the hip 
is by no means solved. New materials such as 
Teflon are being used experimentally for prostheses 
and cups by Charnley of Manchester. 

Charnley also devised his central dislocation 
method of arthrodesis to obtain more rapid union. 
In this procedure the head and neck of the femur 
are shaped into a cylindrical prong which is placed 
in a hole made in the acetabulum just as a cork is 
fitted into a bottle. 

Amputations 

Considerable advances have been made particu- 
larly in the United States with the manufacture of 
different types of prostheses to replace amputated 
limbs. Due to these advances the standard sites of 
election are no longer essential as limbs can now 
be fitted to stumps of almost any length. The suc- 
tion socket which is side-bearing is now used in 
preference to the older lace-up side-bearing sockets. 
A recent development has been the introduction of 
the prosthesis for a short below knee stump in 
which the knee is held flexed and a prosthesis 
fashioned about it. 

In children, Lambert emphasizes that providing 
the child with a prosthesis early permits him to 
walk at about the normal time and to gain his 
sense of balance. 

Vertebral Body Biopsy 

Until recently many patients with lesions of the 
vertebral bodies were treated after presumptive 
diagnosis was made but now introduction cf needle 
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biopsy of the vertebral bodies has made confirma- 
tion of the diagnosis a practical proposition. This 
technique has been of great value in the manage- 
ment of patients with a lesion of the lumbar verte- 
bral bodies. 


Conclusion 


Where the etiology of the disease or patho- 
mechanics of injuries are understood, great progress 
has been made in recent years, but where the eti- 
ology is unknown, limited progress has been made, 
and in some instances, notably osteogenic sarcoma, 
the results of therapy have not improved at all 
since the second World War. 
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Progress in Obstetrics and Gynecology 
1960 
Rhinehart F. Friesen, M.D., F.R.C.S.(C) 


According to Funk and Wagnall’s New Practical 
Standard Dictionary “progress” stems from the 
Latin pro, forward, and gradior, go. “It denotes 
steady and constant forward movement admitting 
of pause but not retreat.” It usually carries a sig- 
nificant component of improvement or attainment, 
that is, it usually means not merely to go from one 
point to another, but to advance from one position 
to a relatively better one. Thus, it seems to be a 
rather inappropriate word to use in such fields as 
Medicine where improvement occurs not as a result 
of steady forward movement but as a result of 
sporadic exploratory probings in many directions 
from most of which retreat becomes necessary, and 
only a few of which result in advancement to a 
superior position. These introductory statements 
are very pertinent to some of the changes in posi- 
tion which have been made in the field of Obstetrics 
and Gynecology in the past year or so. 


Definitions of Live Births and Stillbirths 


Whether some of the new legal definitions which 
have been laid down by legislation represent move- 
ment to untenable positions or true advances is still 
problematical. Some time ago one of our Winnipeg 
papers carried an article containing statistics show- 
ing that Canada stood 13th in the general field of 
perinatal mortality. This was rather disconcerting 
because many countries with better figures have 
what most of us would consider inferior facilities 
with regard to Public Health, hospitalization and 
medical care. The explanation for this discrepancy 
is that the statistics are based on differing defini- 
tions. The aim to make statistics from one geo- 
graphic or political area comparable with those of 
another, is a laudable one. The difficulties in the 
way of achieving this aim become increasingly 
apparent the more one becomes familiar with 
the problem. After these generalizations let us 
examine the definitions of live birth and stillbirth 
as set out in the Vital Statistics Act as amended 
by Chapter 68 of the Statutes of Manitoba 1959, 
and which have been (or at any rate are supposed 
to have been) followed in registering live and still 
births since January 1st, 1960. 

Stillbirth: “the complete expulsion or extraction 
from its mother after at least twenty weeks’ preg- 
nancy, of a product of conception in which, after 
such expulsion or extraction, there is no (breathing, 
beating of the heart, pulsation of the umbilical 
cord, or unmistakable movement of voluntary 
muscle”). At twenty weeks the fetus weighs ap- 
proximately 8 - 12 oz. and no such product of con- 


ception has ever lived. Reasoning along this line 
loss of gestation at twenty weeks should be called 
an abortion: and rather than take the time to fill 
out a stillbirth registration form, many doctors will 
do just that. This makes for unreliable statistics. 
But if twenty weeks is so obviously in the stage of 
previability that it encourages doctors to neglect 
registration, where should the line of viability be 
drawn? When an arbitrary decision of this kind 
must be made it is often impossible to satisfy 
everyone. In the interests of reliable statistics it 
would be preferable if all doctors abided by this 
definition and registered all pregnancies lost after 
twenty weeks as stillbirths because this is the fig- 
ure recommended by World Health Organization of 
the United Nations. 

Live births: “the complete expulsion or extrac- 
tion from its mother, irrespective of the duration 
of pregnancy, of a product of conception in 
which, after such expulsion or extraction, there is 
(breathing, beating of the heart, pulsation of the 
umbilical cord or unmistakable movement of volun- 
tary muscle) whether or not the umbilical cord has 
been cut or the placenta is attached.” 

Previous definitions of live births included a 
stipulation that the duration of gestation must have 
exceeded a stated minimum. Before this duration 
of gestation the implication was that the fetus was 
not viable and that the loss of the pregnancy was 
to be considered an abortion whether or not the 
fetus was born alive. At various times and in 
various places the minimum duration considered 
necessary for viability has been revised down- 
wards to 28, 26 and even 24 weeks. This was to 
avoid the statistician’s nightmare — the conceptus 
which could not be registered legally as a live birth 
because its duration of gestation did not meet the 
required minimum but which stubbornly insisted 
on persisting as a human being. The present defi- 
nition of live birth may please the statistician be- 
cause it completely prevents such an occurrence. 
From the standpoint of the pediatrician, however, it 
provides a very poor base on which to assess the 
effectiveness of his efforts among the newborn; and 
from the standpoint of the obstetrician it makes it 
impossible to consider separately the largely un- 
related problems of early and late pregnancy 
wastage. As an aside, the author is curious to see 
whether the Department of Internal Revenue will 
concur in this definition of a live birth by granting 
income tax exemption for a “child” born at two or 
three months gestation which made a few spas- 
modic muscular movements. 

Oral Contraceptives 


During 1960 the United States Food and Drug 
Administration as well as its Canadian counterpart 
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approved applications for the prescription sale of 
Enovid (Searle) as an oral contraceptive. It is 
stipulated that it should not be used for a period 
exceeding 24 months until continuing studies indi- 
cate that its lack of undesired actions continue for 
even longer periods. In the United Kingdom the 
Medical Advisory Council of the Family Planning 
Association after careful consideration decided it 
was safe to use it for clinical trials in some of its 
clinics!. The use of this potent combination of 
drugs for contraceptive purposes is undoubtedly 
progress to a new position, but most doctors still 
have reservations as to whether it represents pro- 
gress in the sense of improvement or whether the 
position will be maintained permanently. 

The routine of administration requires a fair 
amount of intelligent co-operation from the patient. 
Instructions to take one tablet daily from day 5 
to day 25 of the menstrual cycle are perfectly clear 
to the doctor, but not always so to the patient. The 
possibility of a period (withdrawal bleeding) fail- 
ing to appear and how to carry on the routine in 
such an event may be quite difficult to explain to 
the patient. And finally only a patient of superior 
intelligence can be expected to understand “break 
through bleeding’ and know what is being done 
when attempts are made to deal with it. When a 
patient does not understand any kind of treatment 
she easily becomes frustrated and unco-operative 
when side effects occur. In view of this it is 
surprising that large scale trials of Enovid under 
unfavorable conditions in Puerto Rico* have been 
quite successful. 

It has been amply proved by administration 
during 20,000 cycles that 10 mg. and even 5 mg. 
taken as directed will prevent pregnancy. This 
experience also shows that there is little to fear in 
the way of immediate toxicity. Kistner? who gave 
it continuously in large doses in the treatment of 
endometriosis observed no serious toxic manifesta- 
tions, and when medication was stopped normal 
menstrual cycle rhythm was established promptly. 

If Enovid is so effective and so safe, why are 
doctors not using it more often for their patients 
and their wives? Probably a powerful deterrent 
is the fear of long-term effects. So far we have 
nothing to suggest that any irreversible changes 
occur, for example, in ovaries, pituitary, adrenals, 
or liver but very few women up to now have taken 
Enovid for more than three years. Risk of carcino- 
genesis has been suggested, but progesterone seems 
to counteract the carcinogenic effect of estrogen 
and furthermore the intermittent use of estrogen 
is usually not too suspect. Experience with Enovid 
so far actually suggests that it has a protective 
effect against some types of cancer. 

Perhaps side effects which are a nuisance rather 
than dangerous will limit the use of this drug as 
an oral contraceptive. Break through bleeding, 
which is reported in up to one third of the patients 
on the 10 mg. dosage, is relatively harmless but 


can be bewildering to the patient and makes ad. 
ministration instructions difficult. Gastrointestina] 
symptoms — nausea, vomiting, headache — are 
equally common, but are usually relieved with 
antacids. Increase in weight due to fluid retention 
is common. Some patients notice tenderness and 
tumescence of the breasts. Libido is apparently 
not affected. In summary these side effects suggest 
Enovid does what the advertising brochures say it 
does; it produces a pseudopregnancy. This prompts 
the question, “How many women enjoy the first 
trimester of pregnancy enough to tolerate feeling 
that way for years in the interests of birth control?” 

Perhaps some discussion of the pharmacological 
background is of interest. Enovid is a mixture of 
two substances; one of these produces marked pro- 
gestational effects and very weak estrogenic ones, 
the other is an estrogen. Although it is risky to 
categorize steroids in this way the obvious question 
that arises is, “Does the inhibition of ovulation de- 
pend on the progestational or estrogenic activity?” 
and a second question immediately suggests itself, 
“Why not use one pure substance?” In 1940 Sturgis 
and Albrightt showed conclusively that ovulation 
could be inhibited by parenteral estradiol benzoate. 
In 1942 Sturgis® reported the same effect following 
oral administration of stilbestrol. Gynecologists 
have been using this and other estrogens to prevent 
ovulation ever since then, although the purpose has 
not been contraception. Whether progesterone also 
inhibits ovulation is not so clear. Standard physi- 
ology textbooks say it does; but when one tries to 
track down the experimental evidence the basis 
for this statement becomes rather doubtful, chiefly 
because it seems to be difficult to show that pro- 
gesterone does anything except in the presence of 
estrogen. Several Pharmacology textbooks consul- 
ted do not mention inhibition of ovulation as one of 
the effects of progesterone. British Drug Houses 
describe their new oral gestagen (Secrosteron) as 
completely free of androgenic or estrogenic effects 
and that it can be used in cases of sterility without 
fear of inhibiting ovulation. All of this suggests 
that Enovid is an excessively expensive product 
to use when one could attain the same effect with 
any estrogen. A large scale properly controlled 
experiment comparing the effectiveness and side 
effects of Enovid with a cheap and simple estrogen 
such as stilbestrol would seem to be in order. Those 
who have moral or religious objections to the use of 
oral contraceptives would not consider it true pro- 
gress even if the perfect one had been discovered. 
Artificial Insemination 

Another subject with strong moral and religious 
considerations is that of artificial insemination. A 
United Kingdom departmental report published in 
July 1960 is one attempt to crystallize society's 
attitude in this field. Although noting that the 
practitioners and couples concerned behave with 4 
due sense of responsibility, the majority of the 
committee believe that donor insemination is at 
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undesirable practice and should be discouraged as 
“an offence against society’’ and as “most unwise 
and a grave injustice to the intended child.” They 
do not wish to make it a criminal offence punish- 
able by the State but would place it in the category 
of immoral conduct which the community should 
discourage. The Lancet* in a leading article tends 
to question this strong condemnation. Some of the 
objections seem to be concerned with the risks to 
be considered by a couple contemplating A.I.D. 
rather than with matters of principle. No doubt, 
the reception by the wife of the seed of another 
man may give rise to emotional difficulties and 
either man or wife may later regret the birth of 
an artificially conceived child. But this is no more 
a question of principle than is the possibility that 
a couple may subsequently regret their decision to 
adopt a child. And, while the committee properly 
draws attention to the needs and rights of the in- 
tended child, too much can be made of the risks. 
The majority are in effect saying that it were better 
for the child not to have been born than for it to 
run the risk of emotional disturbance on learning 
of its A.I.D. origin. On one of the fundamental 
principles, whether A.I.D. is compatible with the 
sanctity of marriage, the writer in The Lancet 
tends to procrastinate. “The technique of insemin- 
ation is still so new that the attitudes of both 
theology and society may change as the issues are 
further debated.” 

A clear medical and public opinion is desirable 
in this field because the practice is undoubtedly 
increasing, perhaps even faster in America than in 
the United Kingdom. As regards technique it is a 
very simple procedure and the pregnancy rate sur- 
prisingly high. Behrman’ reports 50% success in 
three months and 90% in six months which is 
higher than the number of pregnancies expected 
from normal cohabitation, without use of contra- 
ception, in the general population. That he strives 
not only to achieve pregnancy, but also a suitable 
environ for the resulting child is shown by his 
insistence on a compulsory psychologic evaluation 
of husband and wife. 

The editor of the Obstetrical and Gynecological 
Survey’ who discusses Behrman’s article suggests 
the following prerequisites for A.LD. 

1. Basal temperature chart, Rubins test, and 
endometrial biopsy must indicate normal fertility 
in the wife. 

2. Every possible effort must be made to diagnose 
and treat the cause of sterility in the husband. 

3. The husband must have been aware of his 
inadequacy for at least a year. 

4. The husband must take the initiative regarding 
donor insemination and not be pushed by an over- 
aggressive and over-anxious wife. 

5. There must be no religious background in 
either partner which might suggest that either 
might harbor moral scruples about the procedure. 


Work done by Shettles® is conducive to intriguing 
speculation regarding future possibilities of pre- 
determination of sex in artificial insemination hus- 
band as well as artificial insemination donor. He 
shows quite distinct differences between the heads 
of spermatozoa bearing the X chromosome and 
those bearing the Y. Although he does not say 
so directly, the implication exists that it may be 
possible to separate these two kinds, perhaps by 
centrifugation. At present, by means of contracep- 
tion, we can enjoy the gratification of our sexual 
urge without necessarily carrying out its basic 
biological function, namely propagation. Because 
many women have quite a marked preference re- 
garding the sex of an intended baby, it may be that 
in the future the necessity for some third party 
processing the semen will take all the enioyment 
out of voluntary propagation. We will leave it to 
the psychiatrists to speculate about the possible 
psychological problems which may be inherited by 
the offspring due to such radical interference with 
the emotional aspects of reproduction. 
Prematurity 

Prematurity is still the most important single 
factor in perinatal mortality. In this field two 
interesting developments are worth mentioning. 
Several reports from Scandinavian countries in the 
past few years suggest that women with small car- 
diac volumes are prone to have premature babies. 
One of these reports?’ deals with a series of 804 cases 
in Helsinki. In about two-thirds of the pregnancies 
resulting in premature delivery the heart volume 
was less than 600 cc. whereas in pregnancies ter- 
minating at term only one-third of the mothers had 
a heart volume below this figure. Moreover, by 
enforcing limitation of activity during pregnancy 
in women with small hearts it seemed possible to 
get larger babies. 

The other development in this field concerns that 
greatly criticized but much indulged in habit, 
smoking. In a series"! of 2,042 Birmingham women, 
smoking habits were related to the birth weights of 
their babies. The babies of non-smokers averaged a 
good six ounces heavier than those of regular smok- 
ers. To damn the use of tobacco in pregnant women 
even more, both perinatal deaths and major mal- 
formation were somewhat more frequent in the 
offspring of smokers. 

Toxemia 

Progress in the field of toxemia has been accom- 
panied by an intriguing combination of success and 
failure. We still do not know what causes toxemia 
or what the underlying derangements of function 
are. We diagnose it by the appearance of several 
fairly obvious manifestations, and treat it by trying 
to prevent or ameliorate these manifestations. As 
every medical student knows, these manifestations 
consist of: fluid and electrolyte retention as shown 
by edema and rapid weight gain, hypertension, 
albuminuria, and in severe cases, convulsions. In 
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addition we have realized that the condition in 
some way is harmful to the fetus, as babies born of 
toxemic mothers tend to be small and intra-uterine 
death is not uncommon even in the absence of such 
dramatic contributing factors as convulsions or 
abruptio. 

Chlorothiazide must undoubtedly rank as one of 
the greatest drug discoveries of the last decade. 
Since its advent almost all edema in vregnant 
women can be controlled very simply and safely. 
Its appreciable hypotensive effect increases its use- 
fulness in toxemia. 

The hypotensive drugs discovered in the past ten 
years or so have completely changed the treatment 
of high blood pressure. But nowhere has this 
change been as dramatic as in acute toxemia where 
a patient whose usually normal pressure has rapidly 
climbed to over 200 mg. She can be made normo- 
tensive in just a few minutes by the administration 
of an intravenous infusion of Apresoline and Uni- 
tensen. Anyone who stays with a patient after 
starting one of these intravenous drips cannot help 
but be impressed and even frightened by the result. 
Certainly this method of treatment should be used 
only in ideal surroundings with the obstetrician in 
constant attendance until the patient is stabilized. 
Many of these patients can then be successfully 
changed over to intramuscular and even oral 
therapy. 

Albuminuria of recent origin can be expected to 
disappear as soon as the blood pressure is stabilized 
at a reasonable level. This is in keeping with the 
teaching of F. J. Browne that at pressures exceed- 
ing 160 mm. glomerular capillaries are apt to leak 
albumin because of ischemic damage resulting 
from spasm of afferent arterioles. 

Convulsions too, seem to be prevented in patients 
whose blood pressure is maintained at a reasonable 
level. The one dissenting voice to this generally 
held opinion is that of Krishna Menon!? who speaks 
with considerable authority. In a lecture he is re- 
ported to state that in 1,460 cases of eclampsia there 
were 220 cases in which the blood pressure did not 
exceed 140 mm. systolic. 

If we can control the fluid retention, hyperten- 
sion, albuminuria, and perhaps even convulsions 
which are the cardinal manifestations of toxemia 
of pregnancy surely this is progress in the right 
direction, progress meaning improvement. But On! 
the disappointment and frustration when the fetal 
heart quietly stops in a woman whose toxemia is 
apparently completely controlled. 

Miscellaneous Briefs .. 

For years obstetricians have argued with anes- 
thetists over the management of the patients with 
an adherent placenta. The usual surgical anes- 
thetic is quite inadequate to relax the uterus, 
especially if an oxytocic has been administered. 
Forcible manual dilatation may be traumatic and is 
time-consuming while the patient bleeds. Even if 


it is successful it usually leaves the obstetrician’s 
hand numb from pressure in a situation where the 
highest degree of tactile sensitivity is required. 


Small wonder that the obstetrician tried to bully 
the anesthetist into using chloroform (shades of 
acute yellow atrophy!) to achieve the two minutes 
of fourth stage relaxation which would make man- 
ual removal a simple procedure. With Fluothane, 
one of the newer anesthetic agents, the anesthetist 
can apparently produce the desired result quite 
easily with very little anesthetic danger. But the 
obstetrician is likely to have a very forcible re- 
minder that the relaxed uterus bleeds; indeed he 
may have an uncontrollable deluge until the Fluo- 
thane wears off. 

Chlorothiazide has turned out to be a marvellous 
asset in the edema of mild toxemia. In spite of 
manufacturer’s claims regarding improved sodium 
potassium excretion ratios, it is doubtful whether 
any of the subsequent refinements offer ary signifi- 
cant advantages. Hygroton (Geigy) is undoubtedly 
effective if given only three times weekly, but 
patients who have difficulty remembering whether 
they took their daily tablet this morning will have 
even more diificulty trying to remember whether 
it was yesterday or the day before that they last 
took one. 

Abdominal distension and ileus is a relatively 
frequent complication of cesarean sections and 
other pelvic operations and even following vaginal 
delivery. During the year quite a flood of adver- 
tising material with glowing testimonials regarding 
the efficacy of d-pantothenyl alcohol in this con- 
dition both prophylactically and therapeutically has 
been published. Pantothenic acid is a primary pre- 
cursor in maintaining adequate levels of coenzyme 
A involved in all physiologic acetylation reactions 
including acetylation of choline in formation of 
acetylcholine. The rationale for the use of d-panto- 
thenyl alcohol is that paralytic ileus is due to a 
deficiency of acetylcholine resulting from a lack of 
coenzyme A. But no one has ever been able to 
demonstrate any lack of coenzyme A. After having 
been mildly enthusiastic about using calcium 4d- 
pantothenate as long ago as 1953 the writer at this 
point cannot muster enough enthusiasm to rein- 
vestigate this matter as thoroughly as it possibly 
deserves. 
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Review of Psychiatry — 1960 
George C. Sisler, M.D., F.R.C.P.(C) 


Pharmacotherapy 

In the Reviews over the past three years! there 
have been outlined some of the problems for psy- 
chiatry arising from the rapid introduction of a 
large number of “anxiety and/or depression re- 
lieving” drugs. It is now evident that at least one 
of these, meprobamate (Equanil), may give rise to 
addiction. There has been no essential change or 
development in this field in the past year apart 
from the availability of many more compounds. 

The newer mood-elevating amine-oxidaze in- 
hibitors have not caused the severe hepatic damage 
occasionally seen with ipronicotinic acid hydrazide 
(Marsilid). However, postural hypotension limits 
the usefulness of these agents in some patients. 
Imipramine (Tofranil) and phenelzine (Nardil) are 
currently the most widely used drugs in this group. 
The crucial problem of predicting their effective- 
ness is not solved. Most practitioners have had 
the experience of a depressed patient responding 
dramatically to one compound but not to others. 
Despite the circumstances that the self-limiting na- 
ture of many severe depressions poses problems in 
the evaluation of therapy, there is no doubt of the 
effectiveness of each of these compounds in some 
depressions. However, our present knowledge of 
the basic causes and mechanisms of depression is 
so limited that we cannot reliably predict the thera- 
peutic response and thus often cannot confidently 
select the most suitable agent. 

Lobotomy 

Because of the usefulness of phenothiazines in 
the treatment of chronic schizophrenia the psy- 
chiatric indications for frontal lobe surgery are 
changing. Frontal leucotomy is now most com- 
monly used in the treatment of severe “neurotic” 
symptoms of anxiety, tension, agitation and de- 
pression which have failed to respond to less radi- 
cal therapy? 3, 

Mental Deficiency 

There has been identified a specific chromosomal 
abnormality in mongolism (a total of 47 chromo- 
somes instead of the normal 46). This is of great 
genetic and biochemical interest and represents 
some clarification of the etiologic chain of events 
in one psychiatric disorder whose cause has long 
been a total mystery. 

Treatment Planning 

The salient development in psychiatry in the 
current year represents simply a change in plan- 
ning which is the culmination of several years of 
study by many persons and groups concerned with 
the field of mental health in Canada and elsewhere. 


These changes have to do primarily with a change 
in the role of the mental hospital. 


In the latter part of the 19th century, there were 
built on this continent many large hospitals of 
1,000 or more beds, usually adjacent to small towns 
and away from centres of population. These huge 
red brick hospitals were originally to a large extent 
custodial institutions and the bed requirements for 
their chronically ill patients increased steadily each 
year. 


As a consequence both of methods of treatment 
developed in the past two decades, and of a new 
conception of the role of hospitalization, the dis- 
charge rate has risen to such an extent that, al- 
though the admission rate continues to increase, the 
total bed occupancy in most of these hospitals is 
falling. The average duration of hospital stay is 
decreasing. Treatment of mental illness is more 
and more being carried out on wards in general 
hospitals, but also in outpatient clinics, in day 
centres, and even at home. 


An example of this type of planning is seen in 
“The Worthing Experiment”'.*. The Graylingwell 
hospital in Chichester developed a regional psy- 
chiatric service in Worthing, a city of 160,000, 22 
miles distant from the hospital. The service con- 
sisted of an outpatient department in a general 
hospital, a separate day hospital and outpatient 
treatment unit, and a home visiting service. Over 
one third of initial contacts with patients were 
made at home. At the end of two years, 71% of 
the Graylingwell Hospital admission district was 
covered by these new services. As a consequence, 
mental hospital admissions from the Worthing area 
dropped by approximately 60%, admissions among 
the elderly fell by 50%, and there was a 10% re- 
duction in patients in hospital residence. 

In attempting rehabilitation of those severely 
mentally ill who do require mental hospital treat- 
ment, there are obvious disadvantages if this is 
carried out long distances from their home. “Chron- 
icity” in many cases may simply be a consequence 
of the circumstance that the patient after a period 
in hospital is so dislocated from and alienated from 
his family and his associates that it is virtually 
impossible for him to resume ordinary community 
life again—and so he remains in hospital. 

In the planning of psychiatric facilities, as indeed 
of the planning of medical facilities in general, 
instead of concentrating simply on the number of 
hospital beds needed, there is a developing concern 
with exploring ways in which hospitalization can 
either be avoided or greatly shortened. To effect 
this it is desirable that the entire treatment of a 
mental illness be carried out in the home com- 
munity. The “Saskatchewan Plan” is to build a 
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number of small (200-300 beds) psychiatric hos- 
pitals in many areas of the province, each being 
associated with a general hospital. The mental 
hospital and its staff of psychiatrists, nurses, social 
workers and psychologists is conceived of as the 
centre of the community’s mental health program. 
If ready psychiatric consultation and social plan- 
ning is available along with a Day Care Unit 
(where patients can attend each day for psychiatric 
treatment and then return to their homes each 
evening) there is both a desirable continuity of 
treatment throughout all stages of illness by one 
group of professionals, but also actual hospital ad- 
mission can in many cases be avoided, chronicity 
prevented, and the patient supported by continuing 
psychiatric and social work assistance after he 
leaves hospital. When necessary, the period of 
in-patient therapy is seen simply as one phase of 
the total treatment of the patient. 

It is clear that in mental health services planning 
these concepts of “the small regional mental hos- 
pital” and “continuity of care” will be increasingly 
considered. 

Aithough changes of this nature can be made 
only gradually and are dependent on an adequate 
supply of personnel, and although the planning of 
such services for large metropolitan areas poses 
particular problems, it is believed that much more 
effective treatment will be possible. In the long 
run this will be less expensive than the capital 


Recent Trends in the Treatment 


of Tuberculosis 
E. L. Ross 
Medical Director, Sanatorium Board of Manitoba 

A new era in the treatment of tuberculosis began 
with the introduction of anti-tuberculosis drugs 
about twelve years ago, so I will interpret “recent” 
as going back that far. 

To appreciate recent trends, some not-so-recent 
background is necessary. When I first joined the 
medical staff at Ninette thirty-five years ago, 80% 
of all admissions had far advanced diseases, of 
which about 10% were hopelessly ill. About one- 
third did not recover and another third only par- 
tially. One-third could expect a cure. Treatment 
was based principally on building up natural re- 
sistance; rest, fresh air and generous diet were the 
mainstays of treatment. Rest was also applied 
locally to the lung by pneumothorax and, although 
many cures were effected, empyema was a serious 
complication. Other measures to collapse and relax 
the lung were pneumoperitoneum, phrenic nerve 
operations, and various types of plombage. Thoraco- 


Presented at the Clinical Luncheon, Winnipeg General 
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Tuberculosis 


and per diem costs of having large numbers of 
patients spending many months or years in a men- 
tal hospital. 

These changes, too, are an outcome of an in- 
creasing interest in the sociology of the mentally 
ill and of considering “illness” as representing not 
only a dislocation of individual psychodynamics 
but also a disruption of inter-personal relations 
and requiring a therapeutic approach that deals 
directly with interpersonal and other environmental 
problems. 

The techniques of psychiatric first aid and rapid 
rehabilitation mentioned above have been employed 
successfully in the Netherlands for many years’, 
These necessitate much social planning in the ab- 
sence of which the attempt by means of ataraxic 
drugs to maintain mentally improved but socially 
incapacitated individuals outside of hospital simply 
pose additional problems for the patient’s family 
and community’. 
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plasty, although in use for some few years before 
that, was then gaining popularity, and of those 
selected for thoracoplasty, about 80% converted to 
negative sputum, but methods for finding tubercle 
were less refined and the long-term relapse rate 
was fairly high. The treatment of complications, 
such as tracheo-bronchitis, tuberculous laryngitis, 
intestinal tuberculosis, empyema and amyloid dis- 
ease, was all very demanding and disappointing. 

In 1935 the death rate was 38.6 per 100,000 popu- 
lation but earlier diagnosis and earlier and prompt 
treatment reduced the death rate to 25 per 100,000 
by 1945, which still represented over 300 annual 
tuberculosis deaths in Manitoba. Between 1945 and 
1950 streptomycin was brought into use, to which 
can be attributed a reduction in the death rate by 
half. Between 1950 and 1955 the death rate was 
again reduced by half down to 6.8 per 100,000. no 
doubt the result of the introduction of Isoniazid 
(INH) into the treatment program. In 1959 the 
death rate was 4.6, representing 41 deaths. 
Chemotherapy 

Chemotherapy is indicated for all cases of active 
tuberculosis and, once started, should be continued 
without interruption for no less than eighteen 
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months, and in many cases for two or three years 
and in some indefinitely. The standard drugs are 
Isoniazid (INH), Streptomycin (SM) and Para- 
aminosalicylic Acid (PAS). Various combinations 
of two or three of these drugs are currently used, 
such as, SM and INH, SM and PAS, INH and PAS, 
or all three. The main purpose for combining the 
drugs is to retard the development of resistant 
strains of tubercle bacilli. Apart from giving drugs 
in combination and for a sufficiently prolonged 
period, it is most important that they be given 
continuously — that is, without interruption. The 
daily dose of INH, the most effective agent, is 
approximately 5 mgm. per kilogram of body weight, 
which for the average patient is about 300 mgm. 
per day. Much higher dosages of INH have been 
given, at first thought to be of some advantage but 
without support by further study. The dose of 
streptomycin is usually 1 gram for the average 
adult, given intramuscularly in single doses, some- 
times daily for the first month and then carried on 
twice weekly. The dose of PAS is approximately 
12 gms. of the acid or 16 gms. of the sodium salt. 
divided into three or four doses daily after meals. 
PAS is not very effective given alone but adds 
significantly to the effect of the other two, appar- 
ently by prolonging their action. Other effective 
anti-tuberculosis drugs are Viomycin, Pyrazina- 
mide and Cycloserin, and a number of others that 
have proved too toxic. The dose of Viomycin is 1-2 
gms. twice weekly, given intramuscularly, but it 
is not tolerated too well and occasionally is nephro- 
toxic. Pyrazinamide (1 gm. t.id.) is highly effective 
for 4 or 5 weeks but after that organisms usually 
become resistant. Cycloserin is fairly potent but is 
not too well tolerated. The use of these secondary 
drugs is confined to patients whose organisms have 
become resistant to the three main drugs mentioned 
earlier, 

The toxicity of streptomycin is mainly confined 
to the 8th cranial nerve and is most apt to cause 
dizziness, and that of dihydrostreptomycin may 
result in deafness. These complications were quite 
frequent when we first used streptomycin in large 
doses, but with the one-half to one gram dose, toxic 
manifestations and sensitivities are rare. A skin 
rash at times may be troublesome and the occasional 
patient has to have a drug discontinued because of 
sensitivity which may develop at any stage in the 
course of treatment. The principal toxic effect of 
INH is a peripheral neuritis, but this is rare and 
INH is not only the best anti-tuberculosis drug but 
also the best tolerated. PAS frequently may cause 
epigastric distress and diarrhoea, which is usually 
Overcome by temporarily reducing the dosage. 

Selection of the most effective drug combination 
is not always a simple matter but, as stated before, 
we usually start a patient on the three main drugs 
and, if sensitive to all, in about two months (after 
cultures have matured) one can be dropped and 
kept in reserve. Although prolonged chemotherapy 


is essential, most patients need to be in sanatorium 
for only a part of the period of drug treatment, but 
must continue taking drugs at home and at work 
for as long as a year or more. If a patient at home 
requires close observation this is made possible by 
including streptomycin in the regime. The patient 
who is co-operative and can be depended upon to 
take the drugs faithfully, usually continues on INH 
and PAS, the advantage being that they can both 
be taken by mouth. The greatest defect in home 
treatment is that drugs may not be taken continu- 
ously, and most follow-up studies indicate that a 
considerable percentage do not unless closely super- 
vised. Outpatients are given only a two or three 
months’ supply, after which time they report back 
for review and further advice. 

The emergence of drug resistance is a constant 
threat when disease is manifested by large necrotic 
foci, especially with frank cavitation, and the 
longer viable bacilli can be recovered after chemo- 
therapy has been instituted, the greater the chance 
and degree of drug resistance. In vitro, drug re- 
sistance parallels the in vivo effect closely with 
streptomycin and PAS and the other secondary 
drugs, but with INH, even with resistant organisms, 
continued clinical improvement is often noted with 
the continuance of the drug. 

Rest and Education 

There is no doubt whatever that rest is effective 
against tuberculosis, and not so many years ago 
strict 24-hour day bed rest for even slight and 
asymptomatic pulmonary lesions was routine treat- 
ment. However, even before the advent of chemo- 
therapy there was a tendency to place a little less 
emphasis on rest alone and, indeed, the question 
now with chemotherapy is just how intense and for 
how long is rest really necessary. 

Rest is unquestionably indicated in the absence 
of effective chemotherapy, and all chemotherapy 
certainly is not effective; indeed, a recent study of 
600 admissions and re-admissions in Ontario has 
shown tubercle bacilli in 28% resistant to strep- 
tomycin, 14% resistant to Isoniazid, and 6% to 
PAS. Another sound reason for hospital rest is the 
opportunity afforded the patient for indoctrination 
and education, which is not only of immediate 
benefit but will contribute to maintenance of health 
in the future. Tuberculosis is still a chronic disease 
subject to periods of reactivation and, although re- 
lapses now are less frequent, they still occur too 
often. This is evident by the fact that over 20% 
of the active cases reported have had lesions pre- 
viously considered to be inactive, although many 
of these had no previous treatment. 

It is now recognized that intensive rest is second- 
ary in importance to chemotherapy and we no 
longer routinely think of hospitalization in years, 
but rather in months. An initial period of 3-6 
months in a tuberculosis hospital is advisable but, 
apart from the first few weeks when there may be 
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symptoms and toxemia, rest does not need to be 
intensive. Another feature, of course, is that during 
this period the patient is likely to be infective and 
if at home would constitute a danger to his family. 
Hospitalization at the beginning of treatment also 
affords the opportunity for sensitivity studies, 
laboratory examinations, gastric cultures, observa- 
tion for intolerance or sensitivity to the drugs, and 
special planigraph x-ray studies, which often has 
a bearing on future management, especially sur- 
gery. If disease originally is bilateral and advanced 
or if surgery is needed, hospitalization will be 
longer. 

Recent advances in our knowledge of tuberculosis 
and the increased effectiveness of treatment by ade- 
quate chemotherapy and resectional surgery, have 
greatly improved the prognosis for the average 
patient with new disease. There can be an expec- 
tancy of returning to work usually within the year. 
There are about 500 patients having hospital treat- 
ment now, compared to twice this number just five 
years ago. The number of new cases are fewer 
but the lowered occupancy in sanatoria is mainly 
accounted for by shorter hospitalization. ~ 
Resectional Pulmonary Surgery 

Since the advent of effective chemotherapy, the 
surgical removal of tuberculous tissue has proved 
to be highly effective and relatively safe. Pulmon- 
ary resections range from total pneumonectomy to 
removal of small wedges or segments of lobes and 
is seldom advisable during the acute or exudative 
stage of the disease. If a residual focus, especially 
a cavity filled in or open, persists after 3-6 months 
on chemotherapy, resection should be considered. 
A disadvantage of late resection is the greater 
possibility of resistance to the anti-tuberculosis 
drugs, in which case resectional surgery carries 
a much higher complication rate. There is still, 
however, a place for the older surgical measures, 
such as limited thoracoplasty and extra periostial 
plombage. 

Although treatment is much more effective than 
in the past, it is actually more complex than for- 
merly and, indeed, has created some new thera- 
peutic problems. Even the best of present-day 
chemotherapy does not eradicate the tubercle bacil- 
lus from the body, nor does it restore damaged or 
destroyed tissue. Over 20% of the patients ad- 
mitted still have far advanced disease, many of 
these with very gross involvement and marked 
cavitation who would have died within a few 
months in the pre-chemotherapy era. Now, their 
lives are usually saved but they are respiratory 
cripples without sputum or with positive sputum 
resistant to drugs. Limited surgical collapse meas- 
ures may salvage about one-third of these, but at 


the best requires prolonged treatment and a great 
deal of courage and patience by the patient and the 
thoracic surgeon. Dr. Paine will no doubt tell how 
even for the more straightforward cases decisions 
concerning the indication for surgery and the na- 
ture and extent of the surgery are sometimes diffi- 
cult and certainly require experience and sound 
judgment. Breakdown with tuberculosis is occur- 
ring much later in life than twenty years ago, 
especially among males. One-third of those on 
treatment are over fifty, and new cases over the 
age of seventy or eighty are common. These people 
often have other respiratory, vascular or metabolic 
conditions, which complicate the management of 
their tuberculosis. 

Primary Tuberculosis 

Children with primary tuberculosis, especially if 
manifesting evidence of activity, should be treated 
much the same as adults with active reinfection 
tuberculosis. The recent trend, which is now gener- 
ally accepted, is to treat a known recent converter 
or a child under the age of three with a positive 
tuberculin test for from six months to a year with 
INH, even without x-ray evidence of a lesion. 
Hospitalization is not necessary. 

Non-pulmonary Tuberculosis 

Time does not permit much discussion of the 
recent trends in the treatment of non-pulmonary 
tuberculosis, which comprises about 15% of all 
tuberculosis. The most common of the non- 
tuberculous lesions are glandular, genito-urinary, 
osseous and articular. Chemotherapy has certainly 
modified treatment and improved the prognosis 
greatly for these cases, although the effect is some- 
what less dramatic than with pulmonary disease, 
especially if the latter is of an acute nature. Tuber- 
culous glands can be resected earlier with primary 
healing. The activity of bone and joint pathology 
subsides sooner and surgical fusion, if necessary, 
can be done earlier. Renal lesions can heal with 
medical treatment so that nephrectomy is less often 
necessary and tuberculous cystitis is not so fre- 
quent and, if present, responds well to chemo- 
therapy. For non-pulmonary disease, chemotherapy 
should be very prolonged, usually for two or more 
years, and INH should be included in any of the 
drug combinations. 

The private physician has always had a very vital 
role in tuberculosis control, especially in the field 
of diagnosis. Recent trends are certainly bound to 
bring him into closer touch with treatment because 
of shorter hospitalization and the continuation of 
chemotherapy at home. However, as stated earlier, 
there are many sound reasons why almost all cases 
with pulmonary tuberculosis should have initial 
treatment in a tuberculosis hospital. 
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Current Trends in the Surgical Treatment 
of Pulmonary Tuberculosis 


A. L. Paine, M.D. 
Manitoba Sanatorium, Ninette, Man. 


Present day concepts in the surgical treatment 
of pulmonary tuberculosis are better understood 
if one briefly considers the evolution of the sur- 
gical measures now in use. During the era of 
collapse therapy, which was approximately 1925 
to 1945 in Manitoba, pneumothorax, pneumoperi- 
toneum, phrenic operations, thoracoplasty and 
plombage were all widely used and often with 
success. However, the principle involved, that 
of collapse or local rest, was early recognized as 
inferior to that of surgical removal, but certain 
advances had to be made before the latter could be 
successfully applied. 


First the introduction of intratracheal anaesthesia 
in 1928 made it possible to work with an open 
pleural space without danger of respiratory embar- 
rassment and sometimes of failure. Then about 
1940 a great advance was made in surgical tech- 
nique; the old, crude tourniquet method of mass 
ligation in dealing with the root of the lung or the 
lobe, was replaced by meticulous dissection of root 
structures, together with individual ligation of 
vessels and plastic closure of the bronchus. This 
largely eliminated the chief cause of resection fail- 
ure in pulmonary tuberculosis, namely death from 
mixed infection empyema. A third advance was 
adequate blocd replacement made available in 
Manitoba through blood bank facilities between 
1940 and 1945. Finally the advent of anti-microbial 
therapy in 1947 had a profound effect on resection 
surgery and, indeed, on the whole treatment of 
tuberculosis. 


By virtue of these advances surgeons were able to 
turn from collapse measures to lung resection. The 
shift began gradually but rapidly gained momen- 
tum in the late ‘40s and reached its peak by the 
mid ’50s. By that time everyone had abandoned 
pneumothorax, pneumoperitoneum and phrenic 
operations and most surgeons were no longer doing 
thoracoplasty or plombage. 

Some of the most gratifying results from the 
early days of resection were in thoracoplasty fail- 
ures. Many of these patients were finally rehabili- 
tated by resection after long years of open cavity 
and positive sputum that kept them in Sanatorium. 
With thoracoplasty failures no longer a problem 
the surgeon turned to failures from chemotherapy. 
In many of these cavitated, bacillary disease was 
well localized from the start and with healthy re- 
Maining lung tissue. Such cases were relatively 
easy surgical problems; others had more involved 
and extensive pathology and will be discussed later. 


Presented at the Clinical Luncheon, Winnipeg General 
Hospital, Nov. 2, 1960. 


However, by far the greatest bulk of resection 
surgery since 1950 has been done for the removal 
of residual foci following prolonged chemotherapy. 
Such patients have negative bacillary findings, in 
fact usually are without symptoms and in good 
health, but surgery is done to prevent relapse and 
only relatively small areas of lung tissue are re- 
moved using either segmental or wedge technique. 
Today removal of residual foci is still the common- 
est indication for resection surgery. However, with 
modern chemotherapy which combines two or more 
drugs over a long period of time, the number of 
patients left with significant residual disease in 
terms of relapse is far less than formerly. 

Chemotherapy has changed the pattern in resec- 
tion in other ways. It is true that many patients 
with minimal and moderately advanced lesions, 
and even some with far advanced disease now clear 
satisfactorily on rest and drugs alone. On the other 
hand, many others with initial gross discase who 
formerly would have died, now survive by virtue 
of chemotherapy to become surgical problems. The 
residual pathology in these patients is complica- 
ted and along with other changes may include 
bronchiectasis secondary to tuberculosis and also 
the formation of thin-walled cystic cavities. Ad- 
vanced emphysema is common secondary to lung 
destruction from the tuberculous process plus the 
thinning out of fibrous tissue from chemotherapy, 
especially isoniazid. The indication for surgery in 
these patients may be persistent positive sputum, 
or advanced sepsis or both. In some residual dis- 
ease is too wide-spread, or general condition too 
poor for surgery. Others with more localized sur- 
gical problems may benefit by resection but are 
usually poor risks due to technical hazards and low 
cardio-respiratory reserve. The risk may be further 
increased by many patients now being in the older 
age groups. 

So far the surgical principles and concepts de- 
scribed apply generally through Canada and the 
United States. Actually there is considerable varia- 
tion in the use of surgery in different treatment 
centres. The following is an outline of the position 
as regards surgery at the Manitoba Sanatorium; 
since 1936 there has been an active surgical pro- 
gram at Ninette, first in collapse therapy and later 
in resection. The shift to resection came somewhat 
later than in most centres, and our peak resection 
year was in 1955 with a total of 99 resections for 
the year. To date 590 resections have been per- 
formed m,ost of them in the last six years. Until 
two years ago 50% of all discharges were treated 
with some form of major chest surgery. This has 
now dropped to about 30%. 

Our indications for resection cannot be given in 
detail in a paper of this nature, but it is of note 
that we have continued to be aggressive in the 
management of residual foci. We routinely resect 
all those 2 cms. in diameter or greater. Resection 
is used when several smaller areas of solid disease 
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are present if they are 1 cm. across or over and 
localized to one lung segment or less. We also con- 
‘sider well defined residual bronchiectasis an indi- 
cation for resection. Our indications for resection 
‘in more extensive lesions are similar to those al- 
ready outlined. It has been noted, however, that 
patients with advanced emphysema are poor risks 
for resection and recently we have returned to 
‘doing thoracoplasty or plombage in some of these 
cases. Though well tolerated, results in sputum 
conversion are not as good as when these collapse 
procedures were being used in the era before the 
advent of anti-tuberculosis durgs. This may be 
due partly to increased resistance of the tubercle 
bacillus to all forms of treatment; also the lack of 
fibrous tissue already mentioned following chemo- 
therapy, may not be conducive to cavity closure. 
Our interest continues in salvage surgery which 
attempts to help patients usually considered beyond 
the reach of operative intervention. In this regard 
the open drainage of cavities (cavernostomy) first 
used many years ago is still effective in a few 
patients where the cavity is the only source of 
positive sputum but is unsuitable for collapse and 
where the risk is too poor for resection. One should 
also mention the continued use of thoracoplasty as 
a space reducing measure in the more extensive 
resections and in the treatment of empyema. Also 
we continue to do pleural unroofing (schede) 
thoracoplasty in patients with empyema who have 
not responded to ordinary thoracoplasty and cannot 
tolerate decortication with or without resection. 
Several factors of a general nature contribute to 
the continuation of an aggressive program of surgi- 
cal treatment. Many patients in Manitoba are of 
Indian blood and are especially prone to relapse 
due to factors of race, poor living conditions and 
difficulty in continuing drugs at home. Whites 
coming to treatment are often indigent or from 
lower social and economic levels and tend to a 
higher than average relapse rate. Finally alcchol- 
ism, diabetes and peptic ulcer are found with in- 
creasing frequency in patients with tuberculosis 
and add to the instability of the disease. All of the 


above factors, we believe, strengthen the indications 
for resection, especially in residual disease to pre- 
vent relapse. 

Finally in rounding out present concepts of 
surgical treatment mention should be made of ea ty 
resection as a short-cut to recovery. Every patient 
with pulmonary tuberculosis requiring any form of 
treatment should begin such treatment in Sana- 
torium where activity of disease can be studied, the 
best combination of drugs determined and estab- 
lished, treatment response evaluated, and indoc- 
trination in the importance of rest and a regulated 
way of life successfully accomplished. However, it 
cannot be denied that prolonged absence from 
home at times weakens or disrupts family ties and 
long periods away from work bring financial dis- 
tress. In some patients with advanced, wide-spread 
disease prolonged stay in Sanatorium is inevitable. 
Some others with well localized lesions deserve 
special study with short-term Sanatorium treat- 
ment in mind. It is usually possible to forecast 
within the first two months if satisfactory clearing 
on rest and drugs alone is likely to occur or if 
residual disease will remain indefinitely as a source 
of potential relapse. In the latter case experience 
has taught that resection can be safely undertaken 
after this short initial period of study with dis- 
charge within six months instead of the usual year 
from date of admission. 

In conclusion, surgery still has an important 
place in the treatment of pulmonary tuberculosis. 
Chemotherapy at first greatly widened the scope 
and range of resection surgery. More recently the 
greater efficacy of modern drug regimes has in- 
creased the incidence of recovery by rest and 
chemotherapy alone and somewhat narrowed the 
surgical indications. On the other hand the accumu- 
lation of failures from prolonged chemotherapy 
presents the surgeon with increasingly difficult 
operative problems. Salvaging these patients will 
tax his ingenuity and at times require the applica- 
tion of older surgical measures as well as resection. 
Finally early resection in selected cases now offers 
good hope of safe and greatly accelerated recovery. 
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Intravenous Urea — Its Use in the 
Reduction of Increased 
Intracranial Pressure 
Glenn Szalay, M.D. 


Although the use of urea as an agent for the 
reduction of increased intracranial pressure was pri- 
marily developed and used by the neurosurgeon? 2, 
its wider application and use by the general prac- 
titioner, internist, paediatrician and ophthalmolo- 
gist awaits only their familiarity with the admini- 
stration of the agent. Below are listed some of the 
indications for its use: 

Indications: 

. Cranio-cerebral trauma 

brain tumor 

toxic — lead encephalopathy 

. infectious — bacterial or viral 

. pseudotumor cerebri 

. eye —acute glaucoma (pre-surgical) 
intra-ocular surgery 
surgery of orbit 

Contraindications: 

1. impaired renal function 

2. intracranial bleeding 

Except for the ophthalmologic indication, the 
underlying pathology in all the above conditions, 
which is relieved by urea therapy, is cerebral 
edema. 

The action of urea is two fold: 

1. its primary action is osmotic; reduction of 

intracranial and C.S.F. pressure occurs before 
2. has time to produce any effect and, 

2. its diuretic action is secondary, but produces 
dehydration of the extracellular and the intra- 
cellular fluid compartments. 

The value of urea in the treatment of brain 
tumors and craniocerebral trauma is well docu- 
n_-nted!}2. The temporary reduction of cerebral 
swelling is of value in: 

1. granting time for planning of elective surgical 
intervention, especially with a sudden onset of 
severe intracranial hypertension, 

2. facilitating the technical problems of brain 
retraction and thereby avoiding considerable 
operative trauma to normal tissues, and 

3. minimizing the dangers of post-operative 
edema. 

Severe lead encephalopathy is one of the most 
malignant forms of cerebral edema known’. The 
value of urea in this condition is scantily recorded. 
The combination of mild hypothermia (90-91° F.) 
with the use of intravenous urea has resulted not 
only in the preservation of life but also in the 
preservation of the intellect of these patients®. This 
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achievement is remarkable when the results of 
extensive neurosurgery are considered’. In many 
cases, the need for extensive neurosurgery has been 
avoided, 5, 


Bacterial or viral infections of the C.N.S. may 
present with increased intracranial pressure. The 
use of intravenous urea may be life saving in such 
cases>, 

Freshly-prepared, sterile urea solutions are avail- 
able from the commercial drug houses. A 30% urea 
solution is prepared just prior to use by the 
addition of a solution of 10% invert sugar to the 
urea. The combination of invert sugar and urea 
was the only one that consistently did not produce 
hemoglobinuria?. 

Although effective orally and on subcutaneous 
injection, intravenous use is less troublesome since 
most patients are comatose. Given orally, the drug 
acts as a purgative and, in stronger solution, re- 
gurgitation may occur. 

The usual dosage employed is 1 gm./Kg. body 
weight at a rate of 60 to 80 drops a minute. Higher 
dosages have been employed! and a lower dosage 
may sometimes be effective. 

Clinical improvement is usually maximal within 
an hour and the dosage may be repeated every 
three to six hours, depending on the patient’s con- 
dition. Fluid management in these patients is a 
crucial factor. A dangerous degree of dehydration 
may be produced by repeated courses of urea 
whereas over-enthusiastic rehydration results in a 
rapid return of increased intracranial pressure. 

Hypothermia has a double benefit’. It preserves 
brain function by reducing the oxygen require- 
ment of the cerebral tissues. It also reduces the 
insensible water loss and therefore reduces the 
amount of obligatory rehydration required. 


Summary 

Intravenous urea is an agent without peer for 
the temporary reduction of increased intracranial 
pressure. The associated use of hypothermia not 
only aids in the preservation of cerebral function 
but also aids in the fluid management. 
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The Prevention of Recurrent Rheumatic 
Fever in Children 
R. J. Millar, M.D., F.R.C.P.(C) 


There is no doubt that the greatest advance in 
our understanding and management of rheumatic 
fever has been the recognition of the role played 
by the group A beta-hemolytic streptococcus in 
the etiology of the disease. Not only are we in a 
position to prevent the occurrence of the acute 
disease in the first instance by adequate treatment 
of streptococcal infections, but we are now able, 
by effective prophylactic measures, to prevent 
recurrences in those patients who have already 
experienced one or more attacks of the disease. 

In recent years methods of prophylaxis have 
been studied in great detail by several centres with 
well-organized programs':*. Reports from these 
centres have been, for the most part, comparative 
studies on the relative merits of three prophylactic 
agents; namely oral sulfonamide, oral penicillin and 
intramuscular benzathine penicillin G. On review- 
ing these reports it becomes quite evident that there 
is little to choose between the sulfonamides versus 
penicillin by the oral route. Recurrence rates by 
the oral method run as high as 5% per patient 
year’, The recurrence rate on intramuscular benza- 
thine penicillin G on the other hand has consis- 
tently been shown to be only a fraction of this; 
e.g., 0.3% per patient year’. 

The main objections to the exclusive use of 
intramuscular penicillin for prophylaxis have been 
the severity of local reaction at the site of injection 
as well as the possibility of a generalized penicillin 
reaction. Extensive experience with this agent in 


children has shown that, although the patients 
experience pain and discomfort at the site of in- 
jection, the severity of local reaction has never 
been a contraindication to the continued use of this 
method. Generalized penicillin reactions follow- 
ing intramuscular benzathine penicillin have been 
reported sporadically in adult clinics but have pre- 
sented no problems in children. 

What, then, is the present status of prophylaxis 
in the prevention of recurrent rheumatic fever? 
Any patient who has had rheumatic fever with 
carditis, or who has had rheumatic fever without 
carditis but satisfies the modified Jones criteria 
must receive continuous prophylaxis. The duration 
of preventive treatment, at least until further 
recommendations are made, is for an indefinite 
period. It may well be that the recommendations 
may be modified in the near future. The choice of 
agents in order of preference based on the previous 
discussion are: 

1. Benzathine penicillin G (Bicillin, 1.2 million 
units intramuscularly every twenty-eight days. 

2. Buffered penicillin G, 200,000 units orally b.i.d. 

3. Sulfadiazine, 0.5 Gm. b.i.d. For children under 
60 Ibs., 0.25 Gm. b.i.d. 

The success or failure of the prophylactic pro- 
gram will obviously depend not only on the method 
used but on the integrity of the physician who 
manages the patient. It is urged that a concen- 
trated effort be made to discipline the rheumatic 
population to adhere rigidly to the prophylactic 
regimen. 
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Chloramphenicol Toxicity in the 
Newborn and Premature 
M. L. Weidman, M.D. 
From the Children’s Hospital, Winnipeg 

The dangers of administering drugs to the 
newborn are receiving considerable attention lately. 
Such useful therapeutic agents as sulfasoxisole 
(Gantrisin), and water-soluble vitamin K analogues 
are now generally known to present special prob- 
lems when given in the neonatal period. More 
recently, attention has been drawn to the mortality 
and morbidity associated with chloramphenicol ad- 
ministration in newborns, particularly prematures'. 

Lambdin et al? have reported on a series of 
thirty-one premature infants, of whom fifteen re- 
ceived prophylactic chloramphenicol and sixteen 
did not. In the treated group the drug was given 
in doses of 150 mg/K/24 hrs. in divided doses, be- 
ginning with the first oral intake of fluid. Of the 
fifteen infants so treated, six’expired. Of the six- 
teen untreated, only two expired, one with multiple 


congenital anomalies and the other with a pre- 
sumed intracranial hemorrhage. 

The treated infants that expired presented a 
strikingly similar picture. They were vigorous for 
the first 24 hours of life and none had either sig- 
nificant congenital anomalies or a difficult birth 
history. They ranged in weight from 1490 to 2460 
Gms. Symptoms began 14-56 hrs. after the initial 
dose of chloramphenicol. They consisted of a grey- 
ish cyanosis, regurgitation of feeds, lethargy, poor 
sucking, irregular respirations and circulatory col- 
lapse. Death occurred between 41-70 hrs. after the 
first dose. Milder symptoms of a similar nature 
were noted in some of the treated infants who 
survived. These subsided within 36 hrs. of dis- 
continuing the drug. 

Sutherland et al* found that in infants receiving 
100 mg/K/24 hrs.? of chloramphenicol, the mean 
blood level of the drug after 72 hrs. of therapy was 
95 micrograms/ml—a value approaching the “toxic” 
level (see below). The same authors reported 
deaths in two term infants with blood levels over 
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200 micrograms /ml. both of whom exhibited the 
clinical syndrome described above. 

A similar picture of greyish cyanosis and circula- 
tory collapse has been noted by European observers 
in children and adults treated with massive doses 
of chloramphenicol?. However the most striking 
danger appears to be in the newborn. Animal ex- 
periments have shown that the acute lethal toxicity 
of chloramphenicol in the newborn rat is 14 times 
that for the adult rat. 

The maintenance of an unusually high and 
sustained blood level of chloramphenicol in the 
newborn after even a single oral dose® appears to 
be dependent on a number of factors. The drug is 
detoxified principally by the formation of glucuro- 
nides, the metabolic end product being the mono- 
glucuronide in adult humans and most animals’. 
Glucuronide formation, which occurs in the liver, 
kidney and intestines, is greatly reduced in the 
newborn especially in the premature. Renal func- 
tion is also notably decreased in the newborn. 
These circumstances probably result in accumula- 
tion of chloramphenicol to high blood and tissue 
levels. 

Although the mechanism of the toxic effect is 
not understood, it has been suggested that inhi- 


bition of protein synthesis* by chloramphenicol is 
responsible. 


Precautions ... 

Lambdin? offers certain precautions in the ad- 
ministration of chloramphenicol in the neonate. 
Firstly, doses higher than 50 mg/K/24 hrs. in term 
infants or 25 mg/K/24 hrs. in prematures should 
not be used. Secondly, he suggests that blood levels 
ought to be determined as an additional guide 
whenever possible. Levels of 100 micrograms/ml. 
seem to be toxic in the premature. 


Bibliography 
. Weston, J. K.: Clinical Re ~— Chloromycetin in the 
Treatment of Premature and Newborn Infants. Detroit, 
Michigan, Parke, David and Company, 1959. 


. Lambdin, M. A., Waddell W. W. and Birdson, M.: Chlor 
amphenicol Toxicity in the Premature Infant. Pediatrics, 


M., a « el, A. F., Giesel, R. G., Keller, 
A.: Toxicity of Chloramphenicol 


3. Sutherland, 
W.H 
A.M.A. Dis. Child., 


and 
for the Newborn Infant (Abstract 
98: 648, 1959. 

. Michael, A. F. and Sutherland, J. M.: Comparison of the 
Acute Lethal Toxicity of Antibiotics in Newborn and 
Adult re (Abstract). A.M.A. J. Dis. Child., 100: 615, 1960. 

5. Dorn and Smith, M. H. D.: Blood Levels of_the 

Palmitate Ester of Chloramphenicol in Infants and Chil- 
dren. A.M.A. J. Dis. Child., 98: 665, 1960. 


6. Kretschmer, N.: Practical Therapeutic Implications of 
Immaturity. Pediatrics, 23: 639, 1 


for 

RAPID 
and PROLONGED 

CONTROL of 


non-absorbable 
no danger of alkalosis 
prompt relief of pain in 
uncomplicated peptic 
ulcer 
© gastric contents buffered 
to a pH at which 
peptic activity is 
completely inhibited 


Aluminum glycinate, basic*..... . 
Atropine sulphate......... 
Butabarbital NND.............. 


DOSAGE: One tablet before each meal and one or 
two tablets at bedtime. 


HYPERACIDITY 


“ALAMINO" 
COMPOUND 


7.7 gr. (0.5 G.) 
1/500 gr. (0.13 mg.) 
Y gr. (16 mg.) 


Bottles of 100 tablets. 


*Patented, 1951 
Charles &. Frost & Co. 
MONTREAL CANADA 


= 
in- 
er 
ris 
W- 
en 
e- 
ris 
r? 
th 
ut 
ia 
or 
2 
of 
IS 
n 
1, 
d 


with intermittent claudication 
every block was a mile long 


now. earlidin 


makes the blocks so much shorter... 
he can walk many more of them in comfort 


Arlidin is available in 6 mg. scored tablets. Parenteral Arlidin — 
5 mg. per cc., in 1 cc. ampuls and 10 cc. multiple dose vials. 
See VADEMECUM INTERNATIONAL for dosage and packaging. 


Protected by Canadian Patent Number 516,824 


% 
bs 
’ 
| 
2 
> 


A 


brand of nylidrin hydrochloride N.N.D. 


safely increases local blood supply and oxygen 
where needed most...in distressed ‘“‘walking’’ muscles 
for sustained, gratifying relief of pain and spasm in 


intermittent claudication of night leg cramps 


: arteriosclerosis obliterans ischemic ulcers 

thromboangiitis obliterans Raynaud's syndrome 

: diabetic atheromatosis cold feet, legs and hands 
: arlington-funk laboratories, division 


3 u. s. vitamin corporation of canada, Itd. 
‘ 1452 Drummond Street, Montreal, Quebec 


— 
— 
— 
— 
— 
— 
a 
ue 


The Manitoba Medical Review [December, 1966 


to thank you 

and wish you a 
Merry Christmas and 
a Happy New Year. 


ROUGIER FRERES, 2055 FAVARD STREET, MONTREAL 22 
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Ophthalmology 


Some Advances in Ophthalmology 


Howard Reed* 


MS., FASS. & F.A.C.S. 
epartment o thalmology, 
University of Manitoba 


Trends in Post-operative Care 
after Eye Surgery 

In the last two decades a major revolution has 
taken place in the post-operative care of surgical 
patients. It may be summed up in two words: early 
ambulation. The appendicectomy and gall bladder 
patient no longer lies in bed immobile for 10 days. 
He is usually out of bed the day after surgery. He 
is encouraged to sit in a chair, to breathe deeply 
and to move his legs and arms. We know that 
the dangers of excessive rest and immobility are 
greater than those of early controlled activity. 

But this revolution has not been confined to the 
general surgical realm. It has spread to the nar- 
rower confines of ophthalmology. No longer is the 
patient required to be flat on the back with the 
head between sandbags for a week or more after 
eye surgery. It is no longer necessary to transform 
day into night with drawn blinds and screens. Only 
following corneal grafting and retinal detachment 
surgery are both eyes padded for several days and 
relative immobility still required. But even in 
these two conditions, there is a trend to earlier 
mobilization. Prolonged immobilization and bed 
Test belong to an age which has passed. We may 
give tranquillizers occasionally, but we prefer to 
see our patients sitting in bed or in a chair listening 
to the radio. A few examples of the change may 
be mentioned. 

1, Strabismus Surgery 

Twenty years ago many eye surgeons routinely 
bandaged both eyes after squint surgery and the 
patient was kept lying in bed with instructions not 
to move for 10 to 14 days. Thick silk sutures were 
used to suture the conjunctiva. These were very 
irritating and their removal was most painful some- 
times even necessitating an anaesthetic. This was 
@ severe trial for a small child and often caused 
Much emotional disturbance. Fear of this post- 
Operative period of darkness has sometimes resulted 
in parents failing to seek advice about their chil- 
dren until it was too late to restore the sight of the 
squinting eye. 

The fear of post-operative difficulties is now 
Quite unjustified. Post-anaesthetic vomiting rarely 
Occurs, thanks to the newer antiemetic drugs. It is 
now the custom to bandage one eye only. The child 
is encouraged to get up as soon as he feels well 
enough to do so, and he is allowed home one or 
two days after surgery. The operated eye is un- 
COvered as soon as he returns home and he is 
encouraged to resume normal activities four or five 


*Winnipeg Clinic, Winnipeg. 


days after the operation. Fine catgut sutures are 
used. These cause little irritation and do not need 
to be removed. The eye muscles have a rich blood 
supply and the extraocular tissues have great re- 
cuperative ability. Infection occurs very rarely. 
No complications appear to result from such a 
speedy return to activity. In fact, it seems that 
early exposure of the operated eye actually hastens 
healing. 
2. Cataract Surgery 

A similar transformation has occurred in cataract 
surgery. When I first became interested in cataract 
surgery, less than twenty years ago, elderly cataract 
patients were nursed lying flat with absolute bed 
rest for ten to fourteen days after operation. Both 
eyes were bandaged and the head steadied between 
sandbags. The room was darkened with drawn 
blinds. Noise was kept to a minimum. Elevation 
of the head was thought to be wrong and all move- 
ments or activity discouraged. Patients complained 
bitterly of dyspepsia, flatulence and backache. De- 
pression and even temporary insanity were not at 
all uncommon in these elderly people. Most catar- 
act patients are over seventy years of age and this 
prolonged immobility favoured the development of 
vascular and pulmonary complications. 


Why was there such an emphasis on immobility? 
The reason is not far to seek. In those days no fine 
needles and suture materials were available and it 
was not possible to suture the wound in the eye. 


Today, with the delicafe sharp needles and the 
6, 7 and 8-0 silk now available, the corneoscleral 
wound may be sutured in layers just like a wound 
elsewhere in the body. 


When suturing in cataract surgery first became 
possible one suture was used to close the corneo- 
scleral wound. This was later increased to two or 
three and at the present time many surgeons are 
using from five to seven to close the deep wound 
and three or four to close the conjunctiva. This 
results in a firm wound which can resist some stress 
and strain. Complications resulting from partial 
rupture of the wound such as bleeding into the 
anterior chamber, escape of aqueous and flattening 
of the anterior chamber and iris prolapse have 
become relatively rare. Only one eye need be 
bandaged and a very dark room is undesirable. The 
patients may sit in a chair the day after surgery or 
even a few hours after returning from the operating 
room. He may move about and go to the toilet. He 
may leave hospital on the eighth or even seventh 
post-operative day. All these changes mean fewer 
vascular and chest complications, and patients are 
more cheerful and optimistic. The digestive symp- 
toms and backache which used to plague these old 
patients have almost disappeared. 
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The value of wound suture which was first 
demonstrated in general surgery four centuries ago 
has in the last two decades again been demonstra- 
ted in the field of ophthalmology. 

Improvements in Artificial Eyes 

Great is the fear of the deformity resulting from 
the loss of an eye. It is the appreciation of this fear 
which has caused ophthalmologists to direct their 
efforts to producing as good an appearance as pos- 
sible to hide the empty eye socket. 

The merits of an artificial eye must be judged 
not only by the effectiveness of the match in colour 
and size but also by the way in which the move- 
ments of the artificial eye follow those of the nor- 
mal eye. It should also have the same degree of 
prominence and should not lie at a lower level in 
a sunken socket. It is relatively easy to mimic 
colour and size but to cause the artificial eye to 
move symmetrically with the normal eye is difficult 
or even impossible. All prostheses tend to become 
somewhat sunken due to loss of orbital contents. 
1. Simple Enucleation or Excision of the Eye 

A simple removal of the eye is indicated when 
sympathetic ophthalmia is threatened following a 
perforating injury to an eye, or when an intraocular 
malignant neoplasm is suspected. In those cases 
of panophthalmitis in which there is no risk of 
rupture of the eye and consequent spilling of the 
infected intraocular contents into the orbital tissues, 
a simple enucleation is usually the best procedure. 
It is also preferred when a blind, painful eye is 
removed from an elderly person who merely de- 
sires freedom from pain and is not greatly con- 
cerned about the cosmetic appearance. 

The chief advantage of simple removal of the 
eye is the lack of pain and rapid healing in the 
post-operative period. It results in a sunken eye 
socket and movements of the artificial eye are limi- 
ted since they are entirely dependent upon the 
fascial attachments of the extraocular muscles to 
the fornices. Cosmetically the end results are al- 
ways poor. 

Some elderly folk have tremulous and arthritic 
hands and they find the care of an artificial eye 
almost impossible since they are unable to remove, 
clean and reinsert the eye with facility. These 
patients are far happier if the middle third of the 
upper and lower lid margins are joined together 
to prevent entropion. This leaves a permanently 
closed sunken socket but it is clean and requires 
no special care by the patient. 

2. Simple Implant into Tenon’s Capsule 

The cosmetic appearance may be improved by 
inserting an acrylic ball or a piece of polyvinyl 
sponge into the rectus cone and Tenon’s capsule 
(the fascial sheath surrounding the eye). The 


muscles are stitched in front of the ball, then 


Tenon’s capsule and conjunctiva are sutured in 
layers in front of the muscles. The wound usually 
heals well and the post-operative course is smooth. 
Post-operative pain and swelling are not severe 


but the reaction is certainly more marked than that 
following simple enucleation. 

The cosmetic result, once an artificial eye is fitted, 
is better than that following a simple enucleation, 
for the socket is less sunken. But the movements 
of the artificial eye still depend on the muscular 
attachments to the fornices and are therefore stil] 
restricted. 

3. The Integrated Implant 

Numerous attempts have been made to suture 
the rectus muscles to an implant and then to attach 
an artificial eye to it so that the eye is rotated by 
the movements of the rectus muscles. 

In historical development one of the most im- 
portant of these integrated implants was that 
introduced by Cutler. He used a tantalum cage. 
The rectus muscles were stitched to the walls of 
the cage in the four quadrants and the conjunctiva 
was stitched over these rectus muscles to the sides 
of the cage. The artificial eye was then pegged 
into a hole in the summit of the cage which was 
not covered by conjunctiva. This method resulted 
in excellent movements. The artificial eye did not 
appear to be sunken. The cosmetic effect was 
esthetically probably the most perfect that has 
yet been obtained. Unfortunately, because the im- 
plant was incompletely buried, infection inevitably 
occurred, and in two to five years the tantalum cage 
was always extruded. 

Arruga has introduced an implant which has a 
central peg. It is buried at the operation but 
the peg gradually erodes through the conjunctiva. 
When this occurs an artificial eye is made with a 
hole in its back to receive the peg. This results in 
good movements, but unfortunately it seems that 
extrusion of the implant is likely to occur after a 
few years. 

Another interesting development is the insertion 
of a magnetic implant into the rectus muscle cone. 
The anterior surface of the implant is flat and it is 
exposed to a flat steel plate on the back of the 
artificial eye. It gives some fairly good results, but 
has little advantage over a simple acrylic ball 
implant. 

Perhaps the most satisfactory implant which is 
available at the present time is the Allen acrylic 
implant. This is completely buried. It has a flat 
front and four loops, one on each side, one above 
and one below to which the rectus muscles are 
sutured. Tenons capsule and the conjunctiva are 
pulled over the front of the implant and sutured 
in two separate layers. The post-operative course 
with this implant is fairly satisfactory and free 
from pain. There is usually some post-operative 
oedema but it is not marked. The eye does not 
appear to be markedly sunken, movements are 
fairly good and extrusion is rare. 

4. Evisceration 

In 1885 Mules described the operation of eviscer- 
ation. This consisted of shelling out the contents 
of the eye from the sclera as in the removal of the 
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that contents of a boiled egg from its shell with a spoon. pain and swelling of the lids and socket. This post- 

A glass ball was inserted into the sclera which was operative pain and swelling may be relieved to 
tted, then sutured. But this operation became unpopular some extent by making trephine holes in the sclera 
tion, for several reasons. Post-operative inflammation about the equator, one in each of the four quad- 
ents often occurred, and in some cases it was so severe rants. Occasionally infection and extrusion may 
ular that the ball was extruded. Several authors re- occur. At the slightest suggestion of infection a 
still ported shattering of the glass ball within the scleral culture should be taken and antibiotics given in 

sphere. Moreover, there was a perhaps unwarran- maximum doses. 

ted fear of sympathetic ophthalmia. Certain objections may be made to this operation 
ture During recent years, however, the insertion of an of evisceration and insertion of an implant. In the 
tach implant into the scleral cavity after evisceration first place, when the contents of the eye are scooped 
1 by has been regaining popularity. Numerous modifi- out it is possible that a part of the uveal tract may 

cations have been described but the essential dif- be left behind and give rise to sympathetic oph- 
im- ference is that a small acrylic ball is used instead thalmia. This is a theoretical danger and, to date, 
that of a glass sphere. Perhaps improved aseptic tech- no such cases have been reported. 
age. niques and the use of antobiotics have also assisted Another objection to this method is that it 
s of making this method more acceptable. destroys the pathological specimen and prevents 
tiva Burch was one of the first to revive interest in accurate histological examination. With care, how- 
ides this type of operation. He preserved the cornea so ever, it is possible to eviscerate the contents so that 
: that a larger sphere could be used. More recently an adequate histological examination may be made 
was Hughes modified the operation by resecting a rectus by a competent pathologist. Needless to say, this 
Ited muscle and making an incision in the sclera just procedure should never be performed in cases of 
not anterior to the equator. After evisceration of the panophthalmitis or where an intraocular tumour is 
was contents of the eye the implant is inserted and the suspected. 
has wound sutured in layers. These modifications of Because of the pleasing cosmetic effect, however, 
im- evisceration and the insertion of an acrylic ball these objections are largely theoretical and the 
ibly into the scleral coat appear to be a considerable procedure of evisceration followed by intrasceral 
age advance in technique. They provide a very satis- implant is becoming increasingly popular. 

factory base for the artificial eye, good motility and References 
iS a the most pleasing cosmetic appearance which can Surges Hill Book Co., 
but be obtained. New 

en, J. H., AMA. Arch. Ophth., 43: 879, 1950. 

iva. Unfortunately, the insertion of an acrylic ball Mules, We ly s. O nth. Soc. UX., 5: 200, 1885. 
ha into the sclera always causes some post-operative Burch, tr, Am, 
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Recent Advances in Dermatology 
Griseofulvin 
Robert A. Main, M.B., Ch.B., M.R.C.P.E. 


A most striking advance in the treatment of 
superficial fungus infections was made just over 
two years ago with the introduction of oral therapy 
with Griseofulvin. This treatment is not applicable 
to all fungus infections but it has proved to be 
highly effective in the treatment of certain types 
of ringworm. The exact scope of its usefulness has 
yet to be determined, but experience so far has 
indicated that it should be used selectively, and 
never without adequate mycological observation. 

Griseofulvin was first isolated from penicillium 
griseofulvin by Oxford et al. in 19391, but it was not 
until 19582 that Gentles showed that this material 
given by mouth could control experimental ring- 
worm infections in guinea pigs. Reports of success- 
ful oral treatment of ringworm in humans with 
Griseofulvin by Williams et al. and Blank and 
Roth+ followed. Since then many communications 
have been published indicating more fully the uses 
of this valuable agent. 

The exact mode of action of Griseofulvin is 
unknown. It is fungistatic and probably enters the 
keratin producing cells, thus preventing fungus 
from penetrating the keratin and digesting it. Cure 
of a fungus infection then is related to the rate of 
shedding of keratin, being faster in skin than in 
nails. 

So far, relatively few toxic reactions have been 
noted, but some untoward effects do occur. In a 
study® of the prolonged administration of Griseo- 
fulvin, the only side effects found in 66 patients 
treated were four cases of headache, one of ab- 
dominal cramps and one of insomnia. All these 
manifestations cleared while the patients were still 
under treatment. However, more severe reactions 
have been noted such as fever, joint pains, and 
generalized urticaria. Although there is no definite 
evidence of cross-sensitization with penicillin, it is 
interesting that two cases of urticaria occurred in 
patients who had previously been sensitive to 
penicillin®. 

If we consider that Griseofulvin produces a 
barrier to the infecting fungus it would seem un- 
necessary to give the drug constantly. It is true 
that in some instances, one large dose is in fact 
sufficient to clear ringworm infection of the scalp’, 
but other cases do not respond and it is probably 
better at present to give the drug until the patient 
is clear of infection. One gramme daily is usually 
a satisfactory dosage for all age groups. ; 

Ringworm of the Scalp 


The most dramatic use of Griseofulvin is in the 
treatment of ringworm of the scalp. For decades, 
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ringworm of the scalp has been an unsatisfactory 
disease to treat, using the hazardous methods of 
epilation by x-ray or thallium acetate. Because of 
the increasing consciousness of the public to irradia- 
tion dangers it is fortunate that Griseofulvin seems 
capable of dealing with all the fungus invaders at 
this site. 

Tinea of the scalp caused by small spore ring- 
worm which is transmitted from human to human 
or from household pet to human, clears in about 
a month with oral Griseofulvin therapy. Shortly 
after initiating treatment, examination with Wood’s 
light (filtered ultraviolet) will reveal diminution 
of the bright fluorescence associated with the in- 
fection and the proximal portions of the hair are 
seen to have lost their fluorescence. It is advisable 
at this stage to cut the hair to avoid re-infection. 
A topical fungicidal preparation should also be 
used, such as Whitfield’s ointment, and a cap should 
be worn to prevent dissemination of the disease. It 
cannot be too strongly stressed that treatment must 
be controlled with adequate mycological and clini- 
cal examination. 


Favus, a rare condition on this continent, caused 
by Trichophyton Schoenleini, also responds to 
Griseofulvin. 

The course of kerion of the scalp is shortened 
but since it is a self-limiting inflammatory lesion 
it is doubtful if the use of the antibiotic is justified 
considering the expense involved. 


Ringworm of the Feet 
Ringworm of the feet is seen in three main forms; 
namely, the intertriginous type, the vesiculo-bullous 
type and the dry squamous type. 


The intertriginous type does not respond well to 
Griseofulvin. Williams* has suggested that in such 
moist areas between the toes it is possible that the 
Griseofulvin is washed out from the keratin by 
sweat. 

The vesiculo-bullous and dry squamous type on 
the other hand respond to oral therapy. Topical 
keratolytic agents such as Whitfield’s ointment 
should be used concomitantly and clinical im- 
provement is much more impressive. Although 
initially response is good in that symptoms such as 
itching disappear quickly, it is disappointing that 
in a large percentage of cases relapse occurs shcrtly 
after withdrawing the drug. 

Oral treatment should be continued for at least 
one month. Topical treatment should be continued 
for a longer period. 

It is worth noting that Candida Albicans infec- 
tions which are resistant to Griseofulvin, may occur 
during therapy and may be responsible for persist- 
ing lesions. 
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Ringworm of the Hands 

It should be remembered that other conditions 
of the palms such as eczema and psoriasis may 
resemble ringworm. Ringworm of the hands is 
uncommon and therefore, proof of a fungus infec- 
tion is essential before embarking on treatment 
with Griseofulvin. Trichophyton rubrum infections 
of the palms and soles, which are almost completely 
refractory to local treatment, respond to Griseo- 
fulvin. Local therapy, however, should accompany 
systemic medication. 

Ringworm of the Nails 

Ringworm of the nails can be treated successfully 
with oral Griseofulvin. Treatment may have to be 
continued however, for long periods. Toe nails are 
extremely slow to show improvement in many in- 
stances. The nail growth would seem to be slowed 
by the ringworm infection. In extremely stubborn 
cases avulsion of the nail combined with Griseo- 
fulvin therapy will bring about the regrowth of a 
normal nail. 

Ringworm of the Body 

It must not be forgotten that many body infec- 
tions respond well to local therapy. The annular 
type of lesion encountered on the body which led to 
the term “ringworm,” is caused mainly by small 
spore ringworm and Trichophyton mentagrophytes. 
The lesions may vary in inflammatory reaction 
showing in some cases many vesico-papules in the 
extending peripheral edge, in others little more 
than scaling and slight erythema. These infec- 
tions respond well to topical keratolytic agents. 
Oral therapy with Griseofulvin is effective but 
unnecessary. 

However, there are some infections of the body 
which are notoriously resistant to topical remedies. 
These are caused mainly by T. rubrum and T. 
Schonleini. T. rubrum causing frequently, extend- 
ing well-defined, varied, slightly scaly, reddish 


plaques, is cleared with Griseofulvin therapy. 
Treatment must be controlled with adequate myco- 
logical studies. 

Favus caused by T. Sconleini also clears with 
Griseofulvin. 

Griseofulvin has certainly revolutionized the 
treatment of superficial fungus disease, but it must 
not be forgotten that some infections can be cleared 
adequately with local applications alone. In view 
of the short experience in the use of the drug 
and the considerable expense of it such infections 
should not be treated with Griseofulvin. 

Evidence at present points to the remarkable lack 
of side effects from the drug but until more is 
known, any patient receiving Griseofulvin should 
have regular supervision including periodical hae- 
matological examination. 

The effectiveness of oral Griseofulvin therapy is 
increased if topical treatment is added. 

The drug has no effect on skin diseases other 
than ringworm infections. Its use should be re- 
stricted to those patients whose lesions show posi- 
tive mycological proof of fungus. 
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Pathology 1960 Many studies of chromosomes in various con- 
D. W. Penner ditions continue to be reported. These involve 


Once again a review of the literature published 
in the current year fails to produce any really new 
fundamental discoveries. Much good work con- 
tinues to be done along certain lines, often by 
applying newly developed techniques to old prob- 
lems. The following is only a small sampling of 
the vast amount of work being done in the field of 
pathology. 

Newer Techniques in the Study of 
Old and New Problems 

The electron microscope continues to widen our 
knowledge of disease. It remains essentially a re- 
search tool, but, as many of the technical problems 
of operation are being overcome, its use is becom- 
ing more general. It has helped to clarify morpho- 
logic changes. For example lipoid nenhrosis has 
been found to show alterations of the glomerular 
epithelial cells rather than changes in the basement 
membranes. 

Tagging of antibodies and various chemicals 
combined with histochemical and fluorescent tech- 
niques are continuing to define and widen our 
concepts in a number of diseases. The use of 
specific fluorescent tagged antibodies and micro- 
dissection of nephrons obtained by needle biopsy 
followed by micro-analysis of various enzymes is 
making possible studies hitherto impossible. 

Percutaneous needle biopsy has been used for 
many years, particularly in the diagnosis and study 
of tumors. Its value in the field of liver biopsies has 
greatly enhanced our knowledge of hepatic disease 
processes and the effects of treatment. More r°- 
cently renal needle biopsies are being widely used 
both as a routine procedure and as a research 
tool. This method has made and is making possible 
a clearer definition of various diseases, their natural 
history and the effects of therapy. Needle biopsies 
of lungs and pleura are probably less fruitful, but 
do yield results from time to time. 

Newly developed techniques for obtaining gastro- 
intestinal mucosal biopsies have made possible 
routine histologic studies of such tissue. Fore et 
al (Lancet 1: April 1960) attempted to correlate 
morphologic changes in the jejunal mucosa in a 
group of patients diagnosed as idiopathic steator- 
rhea. This study enables them to divide idiopathic 
steatorrhea into two main groups. The first of 
these, adult coeliac disease is characterized by 
certain features particularly abnormal jejunal villi 
with some increase of inflammatory cells. Patients 
who show less definite histologic changes form an- 
other group which they believe have chronic jejun- 
itis, probably of varying etiology. 


determination of the presence of sex chromatins in 
buccal mucosal cells and in most instances counting 
of chromosomes in marrow cells. In some cases 
counts have been done in cultured cells from other 
tissues including epithelium. For the most part 
these have been done in patients with varying 
findings suggesting sex deviation, but also in 
cases of mental deficiency and various congenital 
anomalies. Investigations of this kind are also 
being extended to various malignant conditions. 
Abnormal chromosome counts have been found 
in acute leukemia, and Theiss et al (Cancer 13: 
March/April 1960) reports findings in ovarian and 
testicular tumors indicating that the tumor cells 
may be opposite in sex to the host cells. 


Cardiovascular 
Myocardial Infarction in Women 
A Study of Autopsy Populations. Fairfield, 
Goodale et al (A.M.A. Arch. of Path. 69: June 1, 
1960). Standard medical and pathology text books 
for years have listed the relative incidence of acute 
myocardial infarction as three to six times more 
frequent in males than in females. Autopsy statis- 
tics collected from widely separated large medical 
centres show the incidence of fatal acute myo- 
cardial infarction to be similar in men and women 
over the age of 50 years. However, among patients 
discharged alive, acute myocardial infarction was 
diagnosed clinically in men much more frequently 
than in women. 


Myocardial Infarction in Man and 
Experimental Animals 

Wilber A. Thomas et al (A.M.A. Arch. of Path. 
69: January 1960) give a review of certain aspects 
of human myocardial infarction including its eti- 
ology. It is generally agreed that infarctions in 
man are usually a result of occlusive coronary 
thrombosis occurring at the site of an arterio- 
sclerotic plaque. They submit the hypothesis that 
two factors are involved in the etiology: (1) local 
factor — atherosclerosis, and (2) a hematological 
factor — antifibrinolytic or procoagulation or both. 
The fact that other than local factors may be of 
considerable importance is suggested by the fact 
that many severe cases of atherosclerosis are not 
associated with occlusive thrombosis, and that it 
is not uncommon at autopsy to find coronary 
thrombosis in the presence of relatively mild 
atherosclerosis. By using animals they produced 
atherosclerotic lesions and then used large quanti- 
ties of butter or other saturated fats in the diet to 
produce the hematologic factor (antifibrinolytic). 
With the added dietary saturated fat, thrombi with 
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infarction developed which were similar to those 
seen in man. 


In 1957 Tejada and Gore published a paper sug- 
gesting a method for the quantitative appraisal of 
atherosclerosis in the aorta. Subsequent to this and 
using the same methods, a number of publications 
have appeared by the above named authors and 
others making it possible to compare arteriosclerosis 
from a number of different countries and races of 
people. 


A study comparing arteriosclerosis of the aorta, 
coronary and cerebral arteries from Los Angeles 
and South India was published in the A.M.A. 
Arch. of Path. 69: May 1960. It was found that 
in the Los Angeles area the amount of ather- 
oma in the aorta increased more rapidly with age 
than in the coronary arteries, while the increase 
was least rapid in the cerebral arteries: A similar 
relationship was found in South India. In Los 
Angeles the extent of atheroma in the female 
lagged behind that of the male during the third, 
fourth and fifth decades, but after this age the 
extent in the female equalled and then surpassed 
that of the male. The arteriosclerotic index (an 
expression of the type and extent of atheroma) 
of the aorta after the third decade was higher in 
Los Angeles than in India, and after the fourth 
decade the indices for both aorta and coronary 
arteries were higher in the Los Angeles area. This 
discrepancy increased with age. In Los Angeles the 
presence of hypertension was associated with a 
higher aortic index in both sexes. This was marked 
in females in the sixth, seventh and eighth decades. 
The index was slightly lower in thin than in 
overweight persons, but no consistent increase was 
found in the index of those who were overweight. 
The indices for aorta and coronary were lower in 
Negroes in the Los Angeles area as compared with 
the Caucasians. 


A similar study has just been completed for the 
Winnipeg area (Bloom and Penner). The incidence 
as well as index of aortic atherosclerosis was found 
to be similar to that in Los Angeles, New Orleans, 
South India, Guatemala, Cost Rica, and Jamaica 
up to the age of 30 years. After the age of 40 years 
the incidence of atherosclerotic aortic aneurysms, 
aortic mural thrombosis, arteriosclerotic heart dis- 
ease, coronary thrombosis with myocardial infarc- 
tion were all found to be significantly higher in the 
Winnipeg area. No positive relationship was found 
between aortic atherosclerosis and obesity, but 
obesity was associated with an increased incidence 
of coronary atherosclerosis over the age of 60 years. 
Diabetes mellitus was associated with an increased 
incidence of aortic atherosclerosis, while chronic 
alcoholism appeared to have a decreased inci- 
dence. No difference was found in the incidence of 
atherosclerosis in hospital cases, accident cases, or 
cases dying outside of hospital of natural causes. 


Cancer 

Occult Invasive Squamous Carcinoma 
of the Cervix 

Drs. H. K. Fidler and J. R. Boyd of the Vancouver 
General Hospital (Cancer 13: July/August 1960) 
report on the careful study of a group of 20 occult 
invasive squamous carcinoma of the cervix occur- 
ring at the squamo-columnar junction of the cervix. 
These cases were selected from a group of 80,000 
women studied by cytology, from British Columbia, 
in the past 10 years. This group included as well 
700 clinically invasive carcinomas, 501 intraepi- 
thelial carcinomas, and 32 intraepithelial carci- 
nomas with microinvasive foci. Most of these 
early invasive carcinomas were associated with 
a wide field of intraepithelial carcinoma with 
deep extension into mucous glands, scattered dis- 
crete foci of micro-invasion and one or two areas 
of confluent frankly invasive carcinoma. This 
appearance together with the increase of average 
age of patients with fully infiltrating carcinoma as 
compared to those with less extensive or intra- 
epithelial carcinoma suggest to the authors that 
the natural history of carcinoma of the cervix is 
through several progressive stages. 


The effect of pregnancy on various tumors is 
not yet known. P. A. George et al (Cancer 13: 
July/August 1960) presents a study of 115 cases of 
malignant melanoma associated with pregnancy. 
From their careful statistical and clinical study they 
concluded that there was no evidence that preg- 
nancy increased the rate of growth of the mela- 
noma and, as a matter of fact, the prognosis for this 
group was considerably better than that for the 
entire group of melanomas reported from Memorial 
Hospital. The five and ten year survival rates for 
the pregnant group was 47% and 42%. 


The results of a study by Wm. Christopherson 
and J. E. Parker (Cancer 13: July/August 1960) 
is of interest in that it presents data which is at 
variance with previously published reports on the 
relative cancer incidences in Negroes and Caucas- 
ians in America. A series of 10,045 females of whom 
approximately half were Negro were screened by 
cytology for cervical abnormalities. The following 
table gives the results of the study: 


Caucasian 
Negro rate Age rate Age 
per 1,000 Corrected per1,000 Corrected 

Abnormal smears .. 13.4 anes 17.2 oes 
Invasive squamous 
earcinoma —......... 2.2 2.65 4.08 3.33 
Intraepithelial 
carcinoma ............ 2.0 2.2 3.1 3.26 
GA 48 72 7.48 


These patients were considered to be of similar 
age, socio-economic status, and marital and preg- 
nancy status. Numerous previous reports have 
recorded a relatively higher frequency in negro 
women. The authors conclude that the previously 
higher incidence recorded in the Negro was due to 
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factors related to a lower socio-economic status of 
the negro in the United States of America and not 
to racial susceptibility. 


Cancer Incidence Studies 

An increasing number of interesting and valuable 
papers based on geographic studies of various dis- 
eases are being published. In recent years more 
attempts are being made to examine similarities 
and differences in the geographic and racial distri- 
bution of cancer. These will undoubtedly add to 
our knowledge of the disease and may give an 
indication of possible etiological factors. 

Since it seemed desirable to obtain reliable 
cancer incidence figures for Canada, the National 
Cancer Institute of Canada set up Provincial 
Cancer Incidence study programs in Newfound- 
land, Manitoba, Saskatchewan, Alberta and British 
Columbia. The preliminary results of the Manitoba 
study were presented to the International Society 
of Geographical Pathologists in London, England 
in June 1960. The incidence per 1,000 population 
rose from 2,54 in 1956 prior to the onset of the 
study, to 2.90 in 1959. This is the highest incidence 
reported for Canada and one of the highest in the 
world. This high figure is considered due to more 
complete reporting rather than to an actual higher 
incidence of carcinoma. 


Epidemiology of Breast Cancer 

Wynder et al (Cancer 13: May/June 1960), in an 
international study of breast cancer attempted to 
evaluate environmental factors playing a role in 
breast carcinoma. This study concluded that breast 
cancer patients tend to marry, become pregnant, 
and nurse somewhat later than the control groups. 
They also tend to have fewer children and nurse 
them for a fewer number of months. This suggested 
that factors which can reduce endocrine function, 
such as early castration or possibly long term nurs- 
ing, might be expected to decrease the incidence. 
Prolonged nursing is a custom practiced by Japan- 
ese women and may account at least in part for 
the lower incidence of breast cancer in Japan. The 
intrinsic factors that promote breast cancer remain 
unknown, but it seems certain that the endocrine 
system plays a vital role in its initiation. 

Incubation period of malignant diseases: Sidney 
Cobb et al (J. Chron. Dis. 9: 385-393, April 1959) 
state that data with regard to leukemia in Hiro- 
shima suggest that the peak incidence occurred six 
years after exposure to atomic radiation. Patients 
irradiated for ankylosing spondylitis (single treat- 
ment) developed leukemia in three to five years. 
90% of post irradiation leukemias in adults will 
occur within 10 years of exposure. 


Acute Leukemia after Radioactive Iodine 
Therapy for Hyperthyroidism 

T. W. Burns et al (A.M.A. Arch. Int. Med. 106: 
97, 1960). The authors add an additional two cases 
to the literature — they conclude: “While no one 
would suggest that a causal association between 
acute leukemia and radioactive iodine has been 
established, it would seem that there is enough 
evidence now available to make the possibility of 
such an association a matter of concern.” 

The relation of tobacco smoking and carcinoma 
continues to occupy considerable space in many 
publications. Supporting evidence is supplied by 
various histologic animal studies including work 
done by I. Chapman (A.M.A. Arch. of Path. 10: 
133-139, August 1960) who demonstrated marked 
epithelial changes in the hard palate presumably 
induced by tobacco smoke. On the other hand R. 
A. Fisher in a recent pamphlet (published by Olute 
and Boyd, London, 1959) “Smoking—the cancer 
controversy” concluded that causation of cancer by 
smoking has NOT been established. He is very 
critical of much of the literature supporting the 
thesis. 

Pulmonary Emphysema 

Strawbridge (Am. J. Path. 37: August, September 
and October 1960) gives a comprehensive historical 
review of emphysema and describes the experi- 
mental production of emphysema in rabbits by 
repeated intravenous injections of a particulate 
substance which lodges in pulmonary arterioles 
and capillaries. These experiments suggest that 
the emphysematous process is the result of simple 
ischemic atrophy of lung tissue. The author feels 
that ischemia is the common intimate factor in 
Pathogenesis of all types of chronic emphysema, 
although the ischemia itself may be due to varying 
remote causes. 

General Pathology 
Experimental Application of Bone Marrow 
Transplantation 

C. C. Congdon and Alexander Hollaender in the 
A.M.A. Arch. of Path. 69: June 1960, reviewed the 
results of experimental bone marrow transplants 
in animals and the practical application of such 
transplants in humans. Marrow transplants have 
been used successfully in animals in a number of 
conditions including chemical damage to marrow, 
hereditary anemias, treatment of advanced carci- 
nomas, preventior. of induced leukemias, preven- 
tion of spontaneous leukemias, and in certain 
immunologic problems. Practical application to 
man has only been attempted in relatively few 
cases. In cases of lethal total-body irradiation acci- 
dents the results have been encouraging. 
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Bacteriology 


Recent Advances in Sterilization 
I: High-vacuum Steam Sterilization 
Peter Warner, M.D., Ph.D. 

Director, Department of Winnipeg General 
Associate Professor, Department of Bacteriology and 
Immunology, Medical College, University of toba. 

In a Leading Article, (1959) the Lancet refers 
to two reports: the first on an investigation into 
the sterilizing practice in six representative Eng- 
lish hospitals (Nuffield Provincial Hospitals Trust, 
1958) and the other on the complexity of the tech- 
nique required in the proper loading and operation 
of autoclaves (Report, 1959). The article, while 
discussing whose responsibility it is that materials 
are properly sterilized, goes on to ask how many 
doctors know the way in which the things that 
they use are sterilized. This part of the discussion 
is concluded by saying “... the duty of seeing 
that things are properly done must remain with 
the doctors since they have the final responsibility 
for the care of patients.” The doctor’s responsibility 
is wide and heavy for, of everyone involved, only 
he has some knowledge of all the factors that may 
lead to the infection of a patient. Sterilizing equip- 
ment is only one of these factors and, as the article 
continues: “It does not suffice that we should 
demand better equipment or up-to-date accommo- 
dation; for all will be useless unless those who 
work in hospitals review their every action in Lis- 
terian terms, cultivating self-discipline to control 
themselves and courage to assert their standards.” 


Sterilizing equipment is, however, one of the 
important factors in the prevention of infection 
and two new advances are of practical importance 
to us at this time since equipment embodying them 
is commercially available. 

These two items are: 

1. High-vacuum Steam Sterilization 
2. Ethylene Oxide Sterilization. 

In this first article we deal with high-vacuum 

steam sterilization. 


In Germany about 1870, Koch devised steam 
sterilizers and autoclaves (this term will be used 
to describe sterilizers using steam under pressure) 
and research work enabled German manufacturers 
to keep in advance of their competitors until the 
early years of this century. From the outbreak of 
the First World War in 1914 until comparatively 
recently leadership in design and production be- 
longed very largely to a single manufacturer in the 
United States. In fact, today there are only two 
manufacturers in the United States producing stan- 
dard autoclaves in appreciable quantities. Recently 
Switzerland and Germany have begun to outpace 
the United States in the design of equipment for 
Special purposes. 


The modern American autoclave with which we 
are familiar, consists essentially of a metal chamber 
into which the materials to be sterilized are packed. 
The chamber is closed and steam under pressure is 
allowed to pass into the top of the chamber. Air, 
which is heavier than steam, is displaced by what 
is known as “gravity displacement’ through the 
“chamber drain” situated at the opposite end to 
the steam inlet in the lowest possible part of the 
chamber. As steam is first introduced into the cold 
chamber it is cooled and condenses as water (this 
is referred to as “condensate”). There is a valve 
on the chamber drain so constructed that it remains 
open while water passes through it but the heat of 
steam, unmixed with water, will close it. When the 
valve in the chamber drain closes, the pressure in- 
side the autoclave rises until it becomes equal to 
that of the steam being delivered to it. In this way 
the contents of the autoclave are exposed to the 
sterilizing effect of steam under pressure. The 
point at which the drain leaves the chamber is, as 
might be expected, the coolest place in the empty 
autoclave and a thermometer situated at this point 
has been extensively used as the “most reliable 
guide in the operation of any steam sterilizer” 
(Underwood, 1946). The chamber drain however, 
may not be the coolest place when the autoclave is 
packed with dressings—this point will be discussed 
below. 

The above features are the essential ones in the 
design of the modern American autoclave though 
it is probably well known that, almost invariably, 
there are additional refinements such as a steam 
jacket to keep the autoclave hot and to assist in 
drying sterilized goods, and automatic control of 
sterilizing cycles. These features, though important, 
are not essential to the discussion which follows. 

The social history of the production of autoclaves 
is reflected in the literature directly concerning it. 
The well known “Textbook of Sterilization” by 
Underwood (1941), and its successor, “Principles 
and Methods of Sterilization,” (1956) by J. Perkins 
and “The Aseptic Treatment of Wounds,” (1958) 
by Carl Walter, all come from the United States, 
two of them from the research department of the 
most prominent manufacturer of autoclaves. The 
author of the remaining one is consultant to the 
other main manufacturer in the United States. 
Their wisdom and good sense have stood the test 
of time in many hospitals. However, it must be 
remembered that they are largely teaching manuals 
and therefore are, in some places, dogmatic. The 
actual experimental work on which some of the 
statements are based is not described in detail and 
therefore its adequacy and reliability cannot be 
fully assessed. It is one of these items which should 
first be discussed before describing the new equip- 
ment since a comparison between the new and old 
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depends on a proper understanding of it. The 
following remarks will apply to the sterilization of 
surgical dressings and gloves. 

There are four phases of the autoclaving of 
surgical packs we wish to consider. 

i) Heating Period: This is the time during which 
air is expelled from the autoclave, condensate is 
allowed to escape from it, and the chamber becomes 
heated to the chosen temperature. The end of this 
phase is reached when the thermometer in the 
chamber drain registers the chosen temperature. 

ii) Penetration Period: Tris is the time during 
which steam penetrates surgical packs driving air 
from them and heating them up. This phase is often 
erroneously included together with the Heating 
Period. They do of course overlap but do not neces- 
sarily end at the same time. 

iii) Sterilization Period: This is the time during 
which the chamber drain thermometer remains at 
the chosen temperature. The length of the “Steril- 
ization Period” depends on the temperature and is 
that within which sterilization of the contents of 
the autoclave should occur. 

iv) Safety Period: This is an additional period 
of time for which the autoclave is kept so that the 
chamber drain thermometer remains steady at the 
same temperature as was chosen for the “Steril- 
ization Period.” 

Although it has been stated repeatedly that the 
thermometer in the chamber drain is the most 
reliable guide to the control of any autoclave, it 
has also been known that the temperature of the 
centres of surgical packs in autoclaves lags behind 
that of the chamber itself. As a result of this the 
thermometer in the chamber drain does not neces- 
sarily indicate the temperature of the surgical packs 
but only the temperature of the steam surrounding 
them. It follows, therefore, that we do not know 
the time at which our materials to be sterilized 
reach the required temperature or, as we mentioned 
above, the “Penetration Period” does not neces- 
sarily end at the same time as the “Heating Period” 
but may encroach on the “Sterilization Period” 
which ought, theoretically, to be inviolate. As far 
as can be discovered, the “Safety Period,” which is 
presumably supposed to allow for the lag between 
the temperature in the chamber and the tempera- 
ture of the goods being sterilized, is quite arbitrary 
and we have little reliable information to tell us 
how long that lag is or how much it varies. Re- 
cently, experiments by Magee and Oakes (1958), 
have shown that surgical packs may never reach 
the temperature of the chamber of the autoclave. 
In their sterilization cycle they held the tempera- 
ture in the chamber at 259°F. (126°C.) for 30 
minutes. The temperature in the center of the 
packs rose above 239° F. (115° C., the minimum 
temperature chosen for sterilization) for only 12 
minutes and never rose above 253° F. (123° C), that 
is 6° F. below the temperature of the chamber. 


Again, recently, Knox and Penikett (1958) found 
that the time for a standard drum to reach 115°C, 
ranged from 25 to 55 minutes from the end of 
the heating period showing that identical surgical 
packs in identical positions may require penetra- 
tion times which vary by as much as 30 minutes, 
As pointed out by Alder and Gillespie, (1957), 
there is very little information available on these 
points. Although it has always been known that 
the time required for surgical packs to reach cer- 
tain temperatures varies according to their size, 
their position in the autoclave, and the method of 
packing them, it has not been appreciated that this 
time is of considerable length and variability. 

Many hospital autoclaves, perhaps in some places 
the majority of them, are fitted with “steam ejec- 
tor” systems which apply a low vacuum (in the 
neighborhood of 15 inches of mercury) to the cham- 
ber before steam is admitted. This undoubtedly 
increases the rapidity with which the autoclave 
itself is heated, i.e. it diminishes the heating period. 
It was thought, on theoretical grounds, that it 
would also facilitate the permeation of packs with 
steam and help remove air. However, Alder and 
Gillespie (1957) have shown that it is necessary to 
draw at least two such low vacua before the method 
is as efficient as gravity displacement in removing 
air — they did not study temperature changes. 
Furthermore, even when the chamber is heated 
more rapidly than at present customary by increas- 
ing the rate at which steam is supplied, there 
is evidence that penetration of bundles becomes 
slower (Shull, 1960). It seems possible that the 
affinity between air, water vapor and the individual 
fibres of fabrics may present an extremely compli- 
cated system about which very little is known at 
the present and which affects significantly steril- 
izing conditions in the immediate vicinity of the 
fibres. 

Recently, in Germany, autoclaves have been 
developed which draw a very high vacuum hefore 
admitting steam and which are used with or with- 
out unusually high (greater than 250° C.) tempera- 
tures. The essential feature of these pieces of 
equipment is that a vacuum greater than 28 inches 
of mercury (or more precisely 50 mm. Hg absolute 
pressure—Report, 1959) is drawn before admitting 
steam to the chamber of the autoclave. Not only 
must the vacuum be drawn to this extent, but it 
also must be drawn rapidly and steam must be 
introduced immediately the required vacuum has 
been reached. The great advantage of such auto- 
claves is that penetration periods of packs and 
heating periods are practically instantaneous and 
simultaneous. In addition, penetration periods are 
unaffected by the size, position, or the packing of 
the bundles, thus eliminating a very potent source 
of human error (Bowie, 1957). The virtual elimin- 
ation of the penetration and heating periods is 2 
considerable advantage in that, for most autoclave 
cycles these periods constitute a large proportion 
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of the total time taken. This circumstance enables 
higher temperatures of steam to be used than 
customary since damage is lessened because the 
total time of exposure is shortened. Consequently, 
this again shortens the sterilization holding period. 

Bowie (1958) lists the advantages of the high- 
vacuum autoclaves as follows: 

1. Common technical faults in using present 
autoclaves, such as packing dressings too tightly, 
loading containers in an upright position, etc. are 
no longer of any significance. The autoclaves may 
be packed as tightly as possible. 

2. No packages, large or small, are exposed to 
hot air, steam or air-steam mixtures for unneces- 
sarily prolonged periods. Nor is one part of a 
package exposed to heat more than another part 
of a package. Gloves may be sterilized along with 
other packaged equipment. 

3. The unknown and “almost incalculable” 
(Bowie, 1958) penetration time required in present 
autoclaves is eliminated from the time period assur- 
ing sterilization: thus, autoclaving becomes a safer, 
more exact and practical procedure. 

4. The time necessary for packing equipment is 
lessened. Firm packaging of equipment enables 
better use to be made of space. 

5. Provided that fabrics are dry when loaded, no 
wet materials result if a vacuum is also applied at 
the end of the sterilizing run. 

6. There is a saving in money, since the time 
necessary for packaging is cut down, more packages 
can be loaded into one autoclave and finally the 
sterilizing period is cut down to one-third or one- 
quarter of the time that standard sterilizers take at 
present. Or to put it another way, the same steril- 
izers with high-vacuum can be used three or four 
times more often during the day. 

Such autoclaves have actually been used in the 
first Central Sterile Supply Department in the 
British National Health Service, which was put 
up in Musgrave Park Hospital, Belfast, Northern 
Ireland (Allison, 1960). This Department was a 
carefully planned one from every point of view 
and constructed after study of similar installations 
in the U.S.A., and it is undoubtedly a model of its 
kind. The Central Sterile Supply Department sup- 
plies some 780 beds of a general hospital, but with- 
out Out-patient Clinics or Casualty Departments. 
In this Department two high-vacuum autoclaves, 
which also work at a high temperature of 273° F. 
(134° C.), are used for both packs and gloves giving 
perfectly satisfactory results (liquids are sterilized 


by the pharmacy). One of the sterilizers has a 
capacity of 60 cubic feet and the other a capacity of 
50 cubic feet. Both of these sterilizers can work 
on an over-all cycle of 20 minutes. The packs 
and gloves are sterilized at the same time. The 
Department has been working for over two years 
satisfactorily. The successful use of high vacuum 
equipment has also been reported very recently 
from a hospital in England (Wells and Whitwell, 
1960) indicating the considerable saving of space 
and time. 

From the description of the new high-vacuum 
sterilizers, considered in a report to the Medical 
Research Council (Report, 1959), we feel that they 
are more satisfactory scientifically than are stan- 
dard ones with either gravity displacement or steam 
ejectors. They eliminate a large amount of the 
human error involved in the skilled packing and 
positioning of surgical bundles. There is consider- 
able saving in time both in packing and sterilizing 
and in space in that autoclaves may be packed 
more tightly. Since exposure to heat is lessened 
damage to surgical goods and gloves is diminished. 
Finally, saving in time and space is shown more 
concretely in savings in the cost of operation which 
offsets the initial expense of an adequate vacuum 
pump and controls. 


We are grateful to Dr. J. J. Shull, Research Bacteriologist 
A Wilmot Castle Company for helpful discussion and 
ormation. 
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Guest Editorial 


The Hippocratic Succession 
J. D. Adamson, M.D. 


It is a remarkable fact that medical men trace 
the origin of their code of behaviour back 2400 
years to Hippocrates (460-377 B.C.). Buddha and 
Confucius were only about one hundred years 
before this; the origin of the Christian creed was 
four hundred years after, and Mohammed was 600 
years after that. Of all the moral and ethical codes 
that have survived to our day, none but the Mosaic 
is much anterior to that of Hippocrates. 


It is even more remarkable that the philosophy 
of Hippocrates has come to us in its original form. 
All the others have been grossly altered in the 
course of time, so that the original meaning is 
difficult to discern. Each of the great originators, 
except Hippocrates have been deified, even though, 
none of them, during his lifetime, claimed divine 
origin; their fundamental teachings have been 
diluted with pagan mysticism and ritual]; they have 
become fragmented into a thousand sects and de- 
pend for survival on occult abstractions. In contrast 
the teachings of Hippocrates are simple, concise, 
clear and entirely rational. No room is left for 
misinterpretation, no excuse for schism. 


What was the contribution of Hippocrates that 
has had this unprecedented survival through the 
ages? Was he simply a great medical man who 
discovered and described some clinical conditions 
and whose treatment was an improvement on those 
who had gone before? Though this may be true it 
is not the essence of his teaching, nor is it the part 
that survives. It is something much more profound 
and more fundamental. It is well summarized by 
Osler in “Chauvinism in Medicine.” 


“First, the emancipation of medicine from the 
shackles of priestcraft and caste; secondly, the con- 
ception of medicine as an art based on accurate 
Observation, and, as a science, an integral part of 
the science of man and nature; thirdly, the high 
Moral ideas expressed in “that most memorable 
of human documents” (Gompetz), the Hippocratic 
Oath; and fourthly, the conception and realization 
of medicine as a profession of a cultivated gentle- 
Man.” 

The Hippocratic legacy cannot be better sum- 
Marized. It may seem very obvious and even trite 
to us, but when we consider the state of the world 
400 years B.C. we appreciate the magnitude of 
the change. The Mediterranean, the Egyptian, the 


Editorial 


S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 


Mesopotamian and the Indian people all had fairly 
well established medical cults long before Hip- 
pocrates, but all of them attributed disease to the 
activity of spirits, divine and diabolical; treatment 
consisted of ritualistic and mystical seances per- 
formed by cultist by which good spirits were pro- 
pitiated and bad spirits were exorcised. The best 
part was pure empiricism and the worst was witch- 
craft and charlatanry. No careful examination was 
ever thought of; an illness was ascribed to the 
neglect of one of the numerous gods, to malign 
astrological influences or to the caprice of an evil 
spirit, of which there were an infinite variety al- 
ways lying in wait for the unwary; they were only 
kept under control by persistent use of charms, 
incantations, votive offerings, blood sacrifices and 
other methods prescribed by fear and superstition. 


It is one of the inscrutable wonders of man’s 
mental development, that Hippocrates, amidst this 
universal welter of mysticism and superstition was 
able to say, in effect: “Disease is due to natural 
causes and should be studied by careful observation 
untrammelled by dogma.” 


But his anticipation of Bacon in the use of induc- 
tive reasoning, does not account for the survival 
of Hippocrates. Much more memorable was the 
enunciation of a moral code as an essential part of 
medical practice. No doubt in those far off days 
there were flagrant examples of medicine practiced 
merely for wealth and personal advancement; no 
doubt Hippocrates knew many practitioners who 
grew fat and famous on the unfailing gullibility of 
suffering men. He perceived the unique position of 
trust which any alleged healer occupies; he under- 
stood the enormous advantage that could accrue 
to those who depart only slightly from complete 
honesty, and he knew that such deviation could not 
be discovered nor punished—except in the soul of 
the sinner himself. He therefore conceived that 
medicine could never be a noble and honourable 
profession “fit for a cultured gentleman,” unless all 
subscribed to a code of honour peculiar to medicine 
and separate from all other creeds. He therefore 
demanded the simple oath from his disciples and 
elsewhere throughout his writings he frequently 
enjoins the highest standard of behaviour. 


Hippocrates also required that medical men 
should accept the responsibility of transmitting 
their knowledge to those qualified to receive it. 
The observation of this injunction by high-minded 
scholars was the seed that brought our oldest uni- 
versities into being, and these have through many 
vicissitudes transmitted the precious principles to 
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us. The devious and precarious route of this trans- 
mission is intimately intertwined with man’s politi- 
cal, sociological and moral development and is the 
main theme in medical history. The ancient high- 
lights in this Hippocratic succession have been 
Greece, Alexandria, Salerno, Padua, Oxford, Cam- 
bridge, Leyden, Paris, Edinburgh and London. In 
the past hundred years a multitude of centres have 
grown up in every civilized country. 


The Hippocratic code is not merely an archaic 
curiosity; it is still the living soul of our existence; 
for every institution and for every individual from 
the day he comes into medicine and throughout his 
life its concepts are as important as ever—possibly 
more so as the complexity of life increases. They 
imply, in effect that we should cultivate “the sweet 
reasonableness of the Greek mind,” practice a 
moral code that puts the patient first and perpetu- 
ate burning unostentatious pride in the noblest of 
all the professions, 


Review 60 


As the curtain comes down on 1960 we hasten to 
present our readers with our perennial “review” 
issue dedicated entirely to glimpses into the 
advances in Medicine during the passing year. 
Overriding the objections of some of our critics to 
uninspiring issues devoid of original articles, we 
persist in publishing our perennial December re- 
views, invoking the sanctions of popular demand, 
of established tradition, and of the very name of 
our publication — the Review. 


Indeed, let us not make light of our reviewers, 
for theirs is a difficult task. Not unlike the histor- 
ians who select from the multitude of recorded 
events only those which they deem significant, 
our reviewers exercise discriminating judgment 
in choosing the essential and enduring from the 
welter of published medical material. In exercising 
this judgment they assert their individuality and 
add a touch of the original and creative to their 
work, 


While not at all apologetic, we are nonetheless, 
offering our “highbrow” critics in a spirit of 
Placation a highly inspiring and original guest 
editorial, Neither scientific nor “business,” the 
latter belongs in the category which is desig- 
nated by some as “inspirational” and by others as 
“fiddling while Rome burns.” Either way it is all 
right with us. We can certainly do with a lot of 
inspiration and with a bit of fiddling too, provided 
of course, the music is good. Both are good for the 
morale. 

Ed. 
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Medicine in a Changing World 


An address by Dr. R. MacGregor Parsons 
President of The Canadian Medical Association 


When addressing the Royal College of Physicians 
in 1944, Winston Churchill said: “The longer you 
can look back, the further you can look forward.” 

While preparing this talk, I have read with great 
interest Dr. Ernest McDermot’s history of The 
Canadian Medical Association. It makes absorbing 
reading and brings to light many interesting 
phases in the development of Canadian medicine. 

After the First World War, had it not been for 
Clarence Routley, our Secretary for so many years, 
and some of his sturdy supporters, the organization 
would surely have disbanded. 

Our Secretariat continues to demonstrate this 
forceful leadership. 

The C.M.A. was organized in 1867 in Quebec 
City. The objectives, stated briefly, were to pro- 
mote health and prevent disease; to improve 
medical services; and to maintain the honour and 
integrity of the medical profession. 

The actual objects, as adopted, provide interest- 
ing reading almost a century later, and show that 
our forebears had vision and imagination. They 
were; 

To give frequent, united and decided expression 

of the medical opinion of the country; 

To advance medical knowledge; 

To elevate the standards of medical education; 

To direct and control public opinion in regard 

to the duties and responsibilities of medical 
men; 

To excite emulation as well as harmony in the 

profession; 

To facilitate and foster friendly intercourse 

among its members. 

I think you will agree that these objectives are 
a challenge to the medical profession today — as 
they were in 1867. 

In the ensuing ninety-three years, there has been 
little change in our objectives; but there have been 
many profound changes in medical practice and 
in the balance between the Art and Science and 
Economics of medicine. 

Of all the stresses to which man is exposed, there 
is one that is constant; and that is the threat of ill- 
ness. When beset by sickness, people have turned 
to their doctor with faith and respect. Something 
is threatening this bond, which has always existed 
between patient and doctor. You and I will agree 
that today the average physician has the complete 
respect and confidence of his individual patient, 
but the average layman is uneasy about the pro- 
fession as a whole. Perhaps we are at a most 
important crossroad in our relationship with the 
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public. I would like to explore the charge that this 
relationship is becoming impersonal, and that the 
service we render has deteriorated. 

We like to think that medicine is a profession, 
and as such, offers its services to humanity. 

It appears that recent advances in the sciences 
and economics of our profession have far out- 
stripped those in the art. These advances are so 
specific and dramatic that they take away attention 
from the patient as a whole. 

Many a layman thinks he knows as much about 
the science of the profession as did a practitioner 
of fifty years ago. Years ago, Dr. W. J. Mayo 
said that “Success in medicine depended ninety 
to ninety-five per cent on personality and five 
to ten per cent on knowledge and ability.” 
Today, you and I know these figures have changed 
significantly. 

In the past thirty years, there has been a great 
change in the type of practice, and the patient has 
been seen more and more in the office and in the 
hospital. In those days, if the patient came to 
the hospital for anything but surgery, he felt his 
chances of recovery were not too good. It was 
difficult to persuade the sick to come to hospital, 
and now it is hard to convince them that under 
some circumstances they are better off at home. 

Obstetrics was practised mainly in the home, and 
there was a much closer relationship between the 
doctor and the patient, and his family. Although 
the patient is often not as happy in the more 
impersonal surroundings, the professional care pos- 
sible in the office and hospital cannot be dupli- 
cated in the home. Forty years ago, the general 
practitioner, to treat pneumonia, had aspirin, mus- 
tard plasters and fluids. With the shortage of 
scientific armament, the doctor had to give of him- 
self to the patient. He practised the Art. Many 
hours of his time were spent with the patient and 
his family, because he had little else to give them. 
Compare this with today when he may see a severe 
pneumonia one day, prescribe an antibiotic and find 
the condition resolving in twenty-four hours. 

He had so much to offer the patient scientifically 
that there is not the same requirement for the Art 
in his daily practice. It is another application of 
the law of supply and demand. 

Automation in medicine has reached almost the 
extreme. Faulkner has used the output of brain 
waves as measured by the electro-encephalogram 
to monitor and regulate the necessary dose of 
anaesthetic agent being administered both intra- 
venously and by means of inhalation. 

The more scientific medicine becomes and the 
more capable we are with our gadgets and the new 
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drugs in the diagnosis and treatment of people, the 
less our patients are satisfied or impressed with our 


ministrations. 


The Greek historian Herodotus, writing in the 
Fifth Century B.C., said “The Art of medicine of 
the doctors of Egypt is distributed thus: each 
physician is a physician of one disease and no more; 
the whole country is full of physicians, for some 
profess themselves of the eyes, others of the head, 
others of the teeth, others of the affections of the 
stomach, and others of more obscure ailments.” 

At the C.M.A. Annual Meeting in 1881, the 
following resolution was brought in: 

“Whereas specialism obtains to a certain extent 
in the Dominion and has developed to very 
large proportions in the neighbouring Republic, 
and is for the most part an outgrowth of 
superficial professional education, and want 
of success as practitioners of medicine and 
surgery. 

Therefore be it resolved that: 

“It is the opinion of this Society that specialism 
should be discountenanced by members of the 
Society and that specialists, except in rare 
cases where long experience, extended study 
and peculiar aptitude have placed a man in a 
special position towards his brethren—should 
be treated and looked upon as _ irregular 
practitioners.” 

The motion was not passed. 

The cycle is almost complete, and more than a 
third of our profession are in a special position 
towards their brethren. 

At least fifty per cent of Canadians have some 
form of sickness insurance, and more and more 
people seek medical care. Urged by the press, 
insurance companies and health organizations to 
see their doctor before it is too late, they take this 
advice seriously. There have been phenomenal 
advances in preventive medicine and public health. 

Medical information and pseudo medical in- 
formation is widely disseminated through many 
channels — books, magazine articles, radio, tele- 
vision, medico-lay societies. 

The patient often makes his own diagnosis and 
expects — and frequently demands — certain in- 
vestigation and treatment based on his own limited 
knowledge. The physician under these circumstan- 
ces often may be obliged to justify his diagnosis 
and treatment. 

Many of you have read Packard’s “Status 
Seekers.” This book describes a rapidly developing 
and startling phenomenon in the U.S. The car you 
drive, the church you attend, your school, the club 
you join, the house you live in and many similar 
factors label you and fix your place on the social 
ladder. Status symbol has become a household 
term. 

There is a general dehumanization of everything. 
Things mean more than people and the individual 
counts for less and less. Our civilization has pro- 


duced great technical achievements and an increas- 
ing mechanization of life. Rural living is giving 
place to urban with large concentrations of people. 

We can even go to the movies without getting 
out of our car. 

There is greater uniformity and greater leisure. 
There are regulations and forms; “Work expands to 
take up the time available for its completion.” 

This depersonalization of everything is bound to 
have some repercussions in medicine. We are so 
busy conforming to modern demands that it often 
happens the doctor is the only one who can offer 
an opportunity for personal fellowship. 

There is a change in moral values. You are all 
familiar with Oliver Goldsmith’s immortal lines: ~ 


When lovely woman stoops to folly 
And finds too late that men betray, 
What charm can sooth her melancholy 
What art can wash her guilt away. 

In 1780 she had only one recourse: 


The only Art her guilt to cover 
To hide her shame from every eye 
To give repentance to her lover 
And wring his bosom — is to die. 
In the early 20th century, T. S. Eliot gave her a 
further choice: 
When lovely woman stoops to folly and 
Paces about her room again, alone 
She smooths her hair with automatic hand 
And puts a record on the gramophone. 
In 1960, she also has a wide range of tranquilizers 


which she can choose. 

We know that two thirds of the people in the 
world never see a doctor; that two thirds of human- 
ity are ill or in need of medical care; that two 
thirds of the people are hungry; and two thirds 
will die before the age of 30; and that two thirds 
have an income of less than $60.00 a year. 

What are the specific complaints of those who 
have available medical care? 

According to a recent survey in “LIFE” maga- 
zine, the complaints were that doctors could not be 
reached in emergencies; did not spend enough time 
with their patients; charged too much, and made 
mistakes in diagnosis and treatment. 

A distinguished surgeon was quoted as saying 
that half his practice consisted of correcting the 
bad results of surgery done by inadequately trained 
doctors. 

Generally it is said that at all levels therc is less 
time for the patient. We have a greater number of 
diagnostic aids to be used on him. This is par- 
ticularly so in hospital. The impression the patient 
gets is that everything is being done to speed his 
recovery; but he ‘is anxious and there is much he 
does not understand. When a doctor does visit, it 
seems at times that the newspaper headlines of the 
paper on the bed are of more interest than what 
the patient has to say. A few words of comfort 
and understanding can often work wonders. 

Richard Asher asks if a specialist should show 
special indifference and ignorance of all other 
branches of medicine. Should he not rather be a 
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Jack-of-all-trades and a master of one? Can a 
surgeon not prescribe a simple obesity diet rather 
than refer the patient to an endocrine clinic. 

Not long ago I asked a prominent jurist what 
complaints he had concerning the medical pro- 
fession. He said his main complaint was having 
to wait for a doctor having previously made an 
appointment. He thought a doctor might have 
asked half a dozen patients to come at three o’clock. 
Is it possible that ofttimes, being busy ourselves, we 
fail to consider the time of others? A patient will 
come to see the doctor at any time provided he has 
a reasonable approximation of when he may be 
seen. 

Apart from this he felt there should be some 
central system where a master record of patients 
could be kept so that the past record would be 
available for each new doctor. When asked if he 
ever had trouble getting a doctor, he said an em- 
phatic “No.” His doctor is a busy surgical specialist 
who either comes himself or sends someone at any 
time of the day or night. Most doctors having 
accepted a call, make sure the patient has medical 
attention. It is unfortunate that much is made 
of the occasional exception. Answering systems 
and duty rosters are doing much to offset this 
complaint. 

Terms that are familiar and in daily use by a 
medical man are often confusing to the patient. 
The doctor uses neither the language of Science nor 
that of Art but something in between, a medical 
slang. One mentions placing a patient on Penicil- 
lin, or sitting on an acute belly for twenty-four 
hours. This can be most confusing to the patient. 

Most people do not understand what is meant 
by herpes zoster. When we say shingles, we still 
have those whose grandmothers told them that if 
they meet in the middle, it is sure death. 

We put adhesive on hairy legs, and somehow do 
not know the very high cost of some drugs. 

We are accused of over-investigation and over- 
treatment. If a patient is dying from secondary 
cancer, we try to find the primary. Our explanation 
is that hope springs eternal and the discovery of 
a cure may come about suddenly. 

One of the areas in which there is considerable 
difference of opinion is that of whether or not to 
tell the patient the truth. This ethical problem 
applies particularly to the cancer patient. Some- 
times it is difficult to know just what is the truth; 
as one gets older, it is easier to say “I don’t know,” 
if this applies. 

Personally, I feel that one should usually be told 
the truth. This, I feel particularly after watching 
an old friend gradually lose faith in me and every- 
one else because his family refused to allow me to 
tell him the truth. A man’s mind, body and life 
are his own possessions. 

What can we as a profession do about all this? 
I feel we should worry less about the “corporate 


image” of medicine and more about our individual 
relationships. 

It has been said that the first requisite in caring 
for the patient is caring about the patient. There 
is still no test for measuring the intangible qualities 
of a man that fit him for the service of humanity 
in medicine. 

Committees selecting medical students have a 
serious duty, and I believe our medical schools are 
attempting to assess medical students on their 
moral fibre as well as on their marks, and are 
attempting to accept those who care about people, 
and who like their fellow men and are concerned 
about them. In some places, the medical student 
comes in frequent contact with patients throughout 
his course and learns to relate everything to the 
person. 

McMurray said: “Just as a teacher who teaches 
his subjects and not his pupils is a bad teacher, so 
a doctor who sets out to heal diseases instead of 
healing people will not be a good doctor. The 
patient as a person requiring help is the focus of 
all problems in medicine ... there must be some- 
thing the matter with a patient who comes to the 
doctor when there is nothing the matter with him. 
The anxiety must have a cause and is itself a 
disease.” 

Fear is the primary emotion of the sick person, 
and he needs explanation, encouragement and 
reassurance. 

Today I have reviewed some of the criticisms 
that are facing our profession. 

Undoubtedly we are all guilty of some of the 
minor acts of omission rather than commission, in 
the care of our patients. 

There are a few in ours, as in all professions, who 
may be guilty of more than their share of the 
misdemeanours referred to in this discussion but, 
unfortunately, we are all guilty of some of them. 

However, I can honestly say, after practising 
medicine for nearly thirty years in one community, 
that my medical colleagues measured by any yard- 
stick, and compared with other professional people 
and other citizens in the community, have stood the 
test of time. I am sure each of you feels the same 
way about your colleagues. 

For the most part, the Hippocratic Oath has been 
an important factor in guiding their lives, and 
many of the accusations aimed at the profession 
today result from changes in trends and methods 
of treatment rather than in the basic character of 
the individual physician. He is assuming his re- 
sponsibility in all walks of life and generously 
passes on to the new generation of doctors what he 
has learned from his predecessors. 

We as a profession are opposed to anything that 
will allow the quality of medical care to deteriorate, 
and will vigorously support anything that will im- 
prove it. Specialism, group practice, and prepaid 
care will not adversely affect the basic relationship 
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between patient and doctor. In fact, in our scien- 
tific era, it will improve it. Every sick person is 
entitled to our consideration. 

We, through our training and qualifications, are 
the only ones who can give medical care. The 
prime duty of this Association and its Divisions is 
to use every means in its power to assure the 
highest possible medical care for all the people of 
Canada. 


Our real reward is the confidence and respect of 
the patient. 

In concluding — I do wonder if we have not been 
inclined to overlook the importance of the Art of 
medicine. I would make a plea that you and I 
re-examine ourselves in relation to our patients, 
to determine whether or not we have kept the same 
interest in the human side of our day to day work 
as we have in the scientific aspect of our task. 


PHENYLKETONURIA 


In common with the policies of most Health Departments throughout Canada, and as from the 
Ist of August, the Winnipeg Health Department is carrying out routine urine testing for Phenyl- 
ketonuria, on all infants attending Child Health Centres. We intend using 10% Ferric Chloride solution 
in the centres and placing a drop of this solution on a wet diaper. 


On the rare occasion that no wet diaper is available the Public Health Nurse has been instructed to 
give the mother a Phenistix test tape to take home and place on a wet diaper, and return the result of 
the test to the City Health Department. If a colour change is detected then the nurse will contact the 
private physician or the Children’s Hospital according to the circumstances of the patient concerned. 


BLOOD FLOW INCREASED — TO THE BRAIN 


Eisenberg reported a 43 percent increase in cerebral blood flow in patients with 
overt cerebral vascular disease, and in normal patients receiving Arlidin (nylidrin 
hydrochloride) orally for more than two weeks. The investigator considers this “a 
highly significant” change. Initial dosage 12 mg. t.i.d., increased to 18 mg. t.i.d. 


The cerebral perfusion was “accompanied by a decline in cerebral vascular 
resistance” and, in most instances, a slight decrease in mean arterial pressure. The 
investigator attributes the rise in cerebral blood flow to either a direct effect of Arlidin 
on the brain vessels or to an increase in cardiac output. 


Eisenberg further points out that “under certain circumstances effective cerebral 
vasodilatation might be distinctly advantageous ...in persons with recurrent attacks 
of cerebral ischemic augmentation of cerebral blood flow might prevent these tran- 
sient episodes or even ultimate infarction and might serve as a useful adjunct to 
anticoagulant therapy. In addition, where one or more cerebral infarctions have 
occurred, increasing cerebral blood flow might decrease the propensity to further 
thrombotic episodes.” 

It is of interest that no side effects were observed and that persons with angina 
pectoris were able to tolerate the full dose (18 mg. t.i.d.) without effect upon the fre- 
quency or severity of anginal attacks. 
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Questions and Answers Page 


In order to keep the medical profession informed as fully as possible in all matters relating 
to Association business, medical economics and prepaid medical care, this page welcomes questions 


pertaining to these fields. 


This month’s question is from a rural member, 
who is faced with a problem that may be common 
to others in similar circumstances. 

Question: Can you assist us in the delineation of 
major and minor procedures that the various staff 
members should do? This is, of course, in respect 
to drawing up a set of Medical By-Laws for our 
hospital. 

Answer: At large hospitals, privileges granted to 
individual members of the medical staff are usually 
recommended to the medical advisory committee of 
the medical staff by the credentials committee. At 
smaller hospitals where there are only two or three 
attending doctors, this machinery is non-existent 
and the delineation of duties becomes so personal 
that one can imagine the hesitation that would 
exist to limit a colleague’s activities. 

Model by-laws issued by the Department of 
Health and Welfare contain some reference to the 
medical staff. The Associated Hospitals of Manitoba 
are interested in this subject and have distributed 
to member hospitals, work sheet copies of Govern- 
ing Board By-Laws and By-Laws, Rules & Regula- 
tions of the medical staff. 

Section VI of the latter, indicates that deter- 
mination of privileges shall be based upon the 
applicant’s training, individual experience and 
demonstrated competence and ability. Privileges 
are granted in one of two grades—Major and Minor 
and the following may serve as a guide to differen- 
tiate the two grades of privileges. 

(A) Major Privileges 

Major privileges will allow the physician to treat 
patients when for any cause such treatment involves a 
serious hazard to the life of the patient. 

Major privileges in any service will normally be re- 
served to members of the medical staff on the basis of 
demonstrated competence, or to older and mcre experi- 
enced practitioners. 

A physician granted major privileges will have full 
right to investigate and treat all patients admitted to his 
care, provided that a consultation with a colleague with 
equal privileges be sought and properly recorded in all 
cases in which there is any apparent danger of death of 
the patient whilst in Hospital. 


All members of the medical staff who have been on 
staff for a period of not less than three months may be 
eligible for major privileges. 

(B) Minor Privileges 

Minor privileges will allow the physician to treat 
patients, when for any cause such treatment does not in- 
volve either serious hazard to life of the patient or a 
danger of disability. 

Minor privileges shall normally be granted to a newly 
joined member of the staff and may be granted to a 
temporary member of the staff, for example a locum 
tenens, 

Physicians will be granted minor privileges on condi- 
tion that all investigations and treatments shall be under 
the active supervision of a more senior colleague, that is, 
one with major privileges. At the time of admission of 
the patient, the physician with minor privileges shal! 
clearly indicate on the patient’s chart the name of the 
senior colleague who is supervising the patient’s care. 

All active members of the medical staff who have been 
on staff for a period of not less than three months may 
be eligible for such major procedures as may be deter- 
mined by the Credentials Committee. 

In the case of emergency, the Physician attending a 
patient shall be expected to do all in his power to save 
the life of the patient, including the calling of such con- 
sultation as may be available. For the purpose of this 
section, an emergency is defined as a condition in which 
the life of the patient is in immediate danger and in 
which any delay whatsoever in administering treatment 
would add to the danger. 

The Canadian Council on Hospital Accreditation 
in its publication: “Suggestions for Medical Staff, 
By-laws, Rules and Regulations, January, 1960” 
refers to determination of privileges and suggests 
that determination of initial privileges be based 
upon an applicant’s training, experience and demon- 
strated competence. Extension of privileges should 
be based on the same qualities. 

Although it would appear difficult for the Asso- 
ciation to determine privileges for the individual, 
the matter is now under serious consideration by 
the Association, as it would be desirable that the 
profession produce a workable formula. 
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Newsettes 
Commission on Teaching 

You have been circularized about the establish- 
ment of a Commission to investigate the impact 
on the teaching of medical students due to the 
provision of medical care to recipients of social 
allowances. The commission is composed of the 
following: 

H. J. Riley, Q.C., Chairman 

Dr. K. R. Trueman, representing the Manitoba 

Medical Association 

Dr. J. P. Gemmell, representing the University 

of Manitoba, Faculty of Medicine. 

The Commission wishes to receive briefs from 
all interested parties, particularly of course, from 
the Association. The Economics Committee has 
assumed responsibility for the preparation of the 
Association Brief and the Chairman sincerely hopes 
that all members who wish to make a contribution 
will do so as quickly as possible. District Societies 
are also invited to contribute to the Brief, outlining 
problems of an area nature. The Commission’s sub- 
ject matter has a bearing on the Medicare program 
and the problems that it has produced. In view of 
this, information and advice from rural members 
is particularly sought. 

The Brief to the Hospital Survey Board 

This has been approved by the Executive Com- 
mittee and released to the Survey Board. This 
action culminates many weeks’ effort by the Hospi- 
tal Relations Committee, Officers and members of 
the Association. The Brief touched on such subjects 
as: 

1. Acute and Chronic bed situation 

2. Duplication of expensive tests and procedures 

3. Utilization of hospital beds and graduated 

medical care 

4. Alternate facilities 

5. Paediatric cases 

6. Nursing and ancillary services. 

We would be pleased to forward a copy of the 
brief to members of the Association upon request. 
Medicare 

The June-July issue of the Review carried an 
article on this subject and we quote from this 
source: “Perhaps unforseen problems will arise 
that will have to be resolved.” 

The problems have arisen and the resolving is 
now under way. 

The Minister of Health has asked the Association 
to appoint two members to a committee composed 
of representatives from the Manitoba Medical Ser- 
vice and Government to study the problems that 
are now before them. It appears there are prob- 


Association Page 


lems in the rural areas distinct from those found 
in urban centers, and to compound the difficulties 
one rural area may have problems not consistent 
with those of other rural areas. 

It is imperative that members inform the Asso- 
ciation in writing of the problems concerned either 
on a personal or area level. District Societies can 
be of tremendous assistance if they will survey 
their areas and inform the Association of any par- 
ticular difficulty or problem that Medicare presents 
in their respective districts. 

Members and District Societies are asked to refer 
their remarks to the Association rather than the 
Minister as has happened on occasion in the past. 
For information purposes the President’s letter of 
June 29th, 1960 is reprinted in its entirety. 


June 29th, 1960. 


Dear Member: 

On February 26 you were notified of the agreement 
between the Manitoba Medical Association and the Min- 
ister of Health and Public Welfare on Medicare for 
Social Allowance recipients. The Manitoba Medical Ser- 
vice and the Minister are both writing to you to announce 
the commencement of this service on July Ist, 1960. 

This letter is to explain certain aspects of the situation 
from the Manitoba Medical Association viewpoint. 

1. Limitation of payment through Manitoba Medical 
Service cards to house and office calls omitting payment 
for procedures, for investigations, and for in-hospital care 
was designed to prevent a decline of outpatient and public 
in-patient teaching. It is hoped that you will continue to 
refer suitable patients to the teaching hospitals. How- 
ever, if you wish, you may yourself provide any service 
gratis. 

2. Your executive has agreed on your behalf that no 
social allowance medicare patient will be charged person- 
ally for any service. 

3. There is nothing in the medicare agreement to pre- 
vent any doctor from having a special arrangement with 
a municipality or other public body which will supplement 
medicare payments. In certain areas of the province with 
a large number of indigents such agreements have been 
present for years, and are necessary if doctors in these 
areas are to make a living. 

4. This medicare program is the first step in your 
Association’s new campaign to prevent state medicine in 
Manitoba. The Economics Committee of the Manitoba 
Medical Association is now studying the possibility of a 
government contribution towards purchase of a full Mani- 
toba Medical Service contract for low income groups. 

Yours sincerely, 


F. G. Allison, M.D., 
President. 
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Public Relations 

It is interesting to note that personnel from the 
Public Relations Committee recently met with rep- 
resentatives from CBC-TV to informally discuss 
and explore the possibility of producing programs 
of a medical nature. The TV officials were en- 
thusiastic about the prospect of short programs 
with continuity, possibly to be on Spotlight. There 
should be further information about this in the 
immediate future. 

Committee on Child Health 

This committee has recently been formed under 
the Chairmanship of Dr. Harry Medovy. A recent 
communication from C.M.A. indicates that a Com- 
mittee of Child Health has also been established on 
that level and the following terms of reference have 
been approved. 

“This Committee shall study and report on per- 
tinent matters relative to the health of infants and 
children from birth to adolescence and to the re- 
duction of morbidity and mortality in this age 
group. The Committee may make recommendations 
for the improvement of facilities to this end and for 
the education of the profession in this field.” 

The Paediatric Section has been asked to nomin- 
ate members to the M.M.A. Committee and consider 
adoption of the terms of reference as set out by 
the C.M.A. 

The Committee on Medical Aspects of 
Traffic Accidents 

This Committee has been particularly interested 
in the use of auto safety belts, for the prevention 
of fatalities in accident cases. It is noted from the 
A.M.A. Newsletter, that the Connecticut Safety 
Commission reported use of safety belts by auto- 
mobile drivers and passengers, would have saved 
lives of victims in 42% of accidents in the State, 
over the July 4th weekend. 

It can be seen that the Committee have their 
teeth in a very worthwhile project. 

The Committee has recently completed a survey 
on ambulance facilities in the province and there 
should be information to release about this in the 
near future. 

Benevolent Fund 

When you are thinking of those that may be less 
fortunate than yourself, please keep in mind that 
we have had occasion in the past few months to 
make good use of the Benevolent Fund. Your con- 
tribution to the d now would be timely and 
greatly appreciated. R.P.HS. 
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Northern District Medical Society 


The fall meeting of the Northern District Medical 
Society was held at Dauphin on Saturday, October 
22nd, 1960. 

The first snow of the season covered the ground 
and tarpaulin covers were used to protect the 


wings of Trans-Air D.C.3 aircraft. The Winnipeg 
party was met at Dauphin by Dr. L. J. Stephen. 

The morning clinical session was attended by 
Drs. Boris Symchych, President; M. Potoski, Secre- 
tary; M. K. Brandt, R. E. Dicks, T. K. Kolkind, W. 
L. Marshall, and L. J. Stephen of Dauphin: Max 
Avren, B. B. Fast, J. S. McGoey and M. T. Mac- 
farland of Winnipeg. A letter of regret was received 
from Dr. H. L. McNicol, President. 

Seven interesting cases were presented by local 
practitioners and were discussed by members of 
the visiting team. 

Lunch was served at La Verendrye Restaurant 
after which members returned to the Health Unit 
where the Scientific Program was presented. 

Drs. T. A. Kinash, Gilbert Plains; S. K. Kemkaran, 
St. Rose; and J. Paterson of Dauphin attended this 
session in addition to the members previously men- 
tioned. It was disappointing that no members were 
present from the Swan River area due probably to 
the poor driving conditions. 

Dr. B. B. Fast, Winnipeg, spoke on the subject 
of “Viral Hepatitis” followed by Dr. J. S. McGoey, 
Winnipeg, who spoke on “Multiple Injuries— 
Assessment and Management,” and distributed a 
mimeographed outline. 

At the Business Session presided over by Dr. B. 
Symchych, minutes of the meeting of May 28th at 
Swan River were approved. 

Discussion of a letter from the Maternal Welfare 
Section of the Department of Health and Public 
Welfare failed to establish the need for extension 
of pre-natal clinics by Health Units. A report will 
be sent to M.M.A. 

Tissue Committees were discussed at some length 
and Dr. Macfarland documented the procedure to 
date from Annual Report of M.M.A. Executive 
Committee; Regulation 51/60 which appeared in 
the Manitoba Gazette September 24th, 1960. (No 
effective date has yet been established). Minutes 
of meeting of District Medical Society representa- 
tives held on September 28th which have not yet 
been presented to M.M.A. Executive Committee, 
and appointment of Area Tissue Committees made. 

It was reported that the Minister of Health and 
Public Welfare has requested a meeting with the 
licensing body to discuss matters of concern. 


Medicare for S.A. Cases 

The program is now underway and problems are 
occurring. Card holders believe they are entitled 
to all services and that the practitioner is being 
paid for same rather than minimum home and 
office calls through Manitoba Medical Service. 
Additional information must be provided by all 
parties. The minister of Health and Public Welfare 
has requested the establishment of a permanent 
committee with representatives from the Govern- 
ment, Manitoba Medical Association and Manitoba 
Medical Service. 
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College of General Practice, Manitoba Chapter 

Dr. Max Avren, Senior Representative attended 
and outlined the aims and objects of the College 
and solicited membership. He mentioned the 
Schering and Upjohn awards and plans for the 
cruise meeting (of the College) in 1962. 

Next Meeting 

It was agreed that the next meeting be held in 
January, 1961 when a further discussion of tissue 
committees will be held. 

A delicious turkey dinner was served in the 
Nurses’ Dining Room at the Dauphin Hospital. A 
vote of thanks was extended by Dr. Symchych. 

Members and guests were entertained at the 
home of Dr. M. Potoski and were privileged to 
see the Calgary - B.C. game on television. 

The Winnipeg party returned by train. 


North of 53 District Medical Society 

The fall meeting of the North of 53 District 
Medical Society was held at Flin Flon on Friday 
and Saturday, November 4th and 5th, 1960. 

In attendance were Doctors G. N. Willson, Presi- 
dent; A. H. Smithen, Secretary; P. Johnson, N. 
B. Hershfield, H. Macrander, H. L. McNicol, P. 
Premachuk and M. Shnider of Flin Flon; Dr. J. 
M. McMahon, Lynn Lake; Doctors S. L. Carey, A. 
P. Chornomoretz, H. N. Colburn, P. G. W. A. Lom- 
merse and J. Lopez-Perez, The Pas; Doctors M. C. 
Blanchaer, C. R. Bradford, M. T. Macfarland, J. P. 
Maclean and L. H. Truelove, Winnipeg. Regrets 
were received from Dr. J. D. Adamson. 

Through the courtesy of the management, a tour 
of the Hudson Bay Mining and Smelting Co. plant 
was arranged, with Mr. L. W. Ogryzlo acting as 
guide. 

Following a delicious dinner in the Starlite Cafe 
three papers were presented by members of the 
visiting team: “New Laboratory Tests” by Dr. 
Blanchaer, “Diabetes Mellitus” by Dr. Maclean, 
“Persistent Cervicitis and Lower Pelvic Pain” by 
Dr. Bradford. 

Members, wives and guests were entertained at 
the home of Doctor and Mrs. G. N. Willson. 

Scientific and business sessions were resumed 
on Saturday morning in the Clinic Boardroom: 
“Cancer of the Uterus” by Dr. Bradford, “Rehabili- 
tation Services in Manitoba” by Dr. Truelove, 


“Current M.M.A. Affairs — Medicare, Tissue Com- 
mittees, Forward Glimpses” by Doctors McNicol, 
President and Macfarland, Executive Director. 
Through the courtesy of Sister Superior and her 
staff, lunch was served in the new wing of the 
General Hospital. Appreciation was expressed by 
Dr. Willson. M.T.M. 


Letter to the Profession 
Re: Commission on Medical Education 


November 15th, 1960. 
Dear Doctor: 

On October 13th, 1960, Cabinet-in-Council ap- 
proved of the establishment of a Commission “to 
enquire into all facts and matters respecting the 
provision of surgical and medical care to recipients 
of social allowances and its effect upon teaching of 
medical students in Manitoba.” 

The Commission is composed of: 

Mr. Harold J. Riley, Q.C., Chairman 

Dr. K. R. Trueman, representative of Manitoba 
Medical Association 

Dr. J. P. Gemmell, representative of University 
of Manitoba, Faculty of Medicine. 

Although the exact terms of reference are not 
immediately available, it was felt that this is such 
an important subject that no time should be lost in 
advising you that a Brief to the Commission is to be 
prepared by your Economics Committee. 

It is anticipated that you may wish to contribute 
to the Brief. Please do so in writing as quickly as 
possible, directing your comments to the Associa- 
tion Office. The Committee will appreciate your 
prompt action and good advice. 

Yours truly, 
M. T. Macfarland, M.D., 
Executive Director. 


w 


Notice 


The 1961 Annual Meeting of the Manitoba Medical 
Association will be held in the Royal Alexandra 
Hotel, Winnipeg, on October 10th to 13th, inclusive. 

Local members who have papers which they wish 
to present are asked to forward details to Dr. A. G. 
Rogers, Chairman, Scientific Program Committee, 
601 Medical Arts Building, 404 Graham Avenue, 
Winnipeg 1, prior to March 3lst, 1961. 
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in water-dispersible vitamin drops... 


TASTE DETERMINES 
ACCEPTABILITY 
and EFFECTIVENESS 


Only “OSTOCO" Drops can be administered directly on the tongue 
—the fully effective way—without flavor objections or ‘“‘hot’’ 
after-taste, because only ““OSTOCO” props are made water-disper- 
sible without the use of synthetic detergent-type dispersing agents. 
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Social News 
Reported by K. Borthwick-Leslie, M.D. 


Happy Christmas and New Bear... 


Dr. Max Desmarais, Director of Physical Medicine 
for St. Boniface and Misericordia Hospitals, Winni- 
peg, with Dr. Bertrand Primeau, Ottawa, and Dr. 
Gustave Gingras, Montreal, are in Geneva, Swit- 
zerland, attending a special meeting of the League 
of Red Cross Societies. 

The chief topic is reorganization of the second 
year’s rehabilitation of Morocco’s 10,000 paralysis 
victims. 

Dr. Desmarais served last year as Chief Medical 
Officer, with his cohorts, representing the Canadian 
Red Cross. 


Dr. Elinor Black has been much in demand pre- 
senting her “Round-the-World” slides. Her second 
evening at the University Women’s Club took the 
members through the Orient, on to Australia and 
New Zealand. Fascinating! 


Welcome to Winnipeg for Dr. and Mrs. Michael 
Doel, Susan—4% years, Jenny—3 years, and Baby 
Mandy, now residing at 872 Centennial Street. 

The Doels have been with the Federal Medical 
Service in Nyasaland, Africa, for four years—prior 
to that in Hong Kong, where another of our mem- 
bers, Dr. Ian Grant, was also stationed. So far the 
family finds Manitoba weather marvelous, and, I 
sincerely hope, continue to do so when that mer- 
cury skids to the below zero mark. 


The Manitoba Clinic announces that Rodney J. 
Millar, M.D., F.R.C.P.(C), is now practising in the 
Department of Pediatrics. 


The Winnipeg Clinic announces that Ronald K. 
Watson, M.D. (Man.) has joined the Department of 


Otolaryngology. 
* 


The professional stork seems rather inactive— 
probably resting up for the New Year’s Eve “Push”. 

However, from Berkeley Heights, N.J., the arrival 
of Carolyn Mary Fraser is announced by her par- 
ents, Dr. and Mrs. David B. Fraser, nee Louise 
Fabro. 


Of course the big news is from our new grand- 
parents, Dr. and Mrs. M. M. Pierce. Just back from 
Toronto, Dr. Pierce announces the arrival of Wm. 
Barry — 8 lbs.—-the proud parents, Dr. and Mrs. 
David Bradovsky (nee Sheila Pierce), November 
21st at the Toronto General Hospital. “Mo” also 
reports that Pat and Clive Wightman, with three 
boys, are all fine. 


Dr. and Mrs. Ronnie Ng wish to announce the 
arrival of Karen, November 4th, 1960. 


... Good Duck All Jn 1961 
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A | Release Pattern So Uniform 


DESBUTAL 
__GRADUMET 


it works the same in the presence of G. I. fluids, 


An odd test ? Consider the results. 
Desbutal® Gradumet® was added 
to solutions ranging from pH 1.2 to 
pH 7. The tomato juice was in- 
cluded partly because of its vis- 
cosity, partly because of its acid 
pH and partly because we wanted 
to see what would happen. Analy- 
tical determinations were made at 
hourly intervals. 


The result? In every case, a. 


uniform release pattern was evi- 
denced. Which points up one of the 
important characteristics of new 
Desbutal Gradumet: 

Individual differences in gastro- 
intestinal secretions, enzymes or mo- 
tility in no way influence amount 
or duration of drug release. The 
active ingredients — Desoxyn® and 


distilled water or tomato juice 
Nembutal® — are leached from the 
Gradumet at a measured rate over 
the day. And at day’s end — the 
empty Gradumet is excreted harm- 
lessly in the stool. 

Indicated for anoretic effect in 
obesity; also for counteracting de- 
pression associated with anxiety, 
and tension in psychosomatic dis- 
orders, neuroses, mild psychoses 
and other conditions. Usual all-day 
dosage is one Desbutal Gradumet. 
In two strengths, Desbutal 10 Gra- 
dumet (10 mg. of Desoxyn and 
60 mg. of Nembutal) and Desbutal 
15 Gradumet (15 mg. 
of Desoxyn and 90 mg. 
of Nembutal). Bot- 
tles of 100 and 500 (eesuns 
tablets. 


ABBOTT LABORATORIES LIMITED, Montreal e Toronto e Winnipeg « Vancouver 60-58 
(RDESOXYN—METHAMPHETAMINE HYDROCHLORIDE, ABBOTT, (R)NEMBUTAL—PENTOBARBITAL, ABBOTT. 
(@GRADUMET—LONG-RELEASE DOSE FORM, ABBOTT; PAT. APPLIED FOR. 
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COMPREHENSIVE 
ATTACK 


on the causative 
factors in 


PEPTIC ULCER 


“RESTROPIN’ 


COMPOUND 
presents three therapeutic agents: 


ANTISECRETORY 

Methscopolamine nitrate — one of 
the most potent antispasmodic 
and antisecretory parasympatho- 
lytic compounds shown to be 
clinically selective and effective. 


ANTACID 

Aluminum glycinate — a stable, 
non-absorbable, acid-neutraliz- 
ing agent with a prompt and 
prolonged effect. 


SEDATIVE 

Butabarbital — a non-cumulative 
sedative which, in small doses, re- 
duces sensitivity to disturbing 
situations of daily life without 
seriously impairing efficiency. 


Each tablet contains: 


Methscopolamine nitrate 2.5mg.(1/25gr.) 
Aluminum glycinate,basic* 0.5G.(7' gr.) 
Butabarbital NND....... 16 mg. (% gr.) 


*Patented, 1951. 


DOSAGE: One tablet before each meal 
and one or two tablets at bedtime. 


Bottles of 100 tablets 


CAUTION: Preparations containing methscopolamine 
nitrate are contraindicated in patients with certain 
types of cardiac arrhythmias. When the recom- 
mended dosage has been exceeded, and in some 
patients on average therapeutic doses, one or more 
of the following side effects have been noted: 
dryness of the mouth, visual blurring, constipation, 
difficulty in starting urination, weakness and head- 
ache. Under these circumstances the dose should be 
reduced. 


Charles &.Frosst & Co. 
MONTREAL CANADA 
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DEPARTMENT OF HEALTH & PUBLIC WELFARE 


October, 1960 
er, Diarrhoea & Enteritis, 9: Jaundice 
m Pneumonia Lobar (490), 7; Pneumonias 
Syphilis, 2; Tuberculosis, 5;. Unspeci- 
forms Falysentery, 1; Diphtheria, 1. Other deaths 


North of 53 ] yeat, 4 | ps deaths over | year, 474. Still- 
District hs, 22: Total. 79 
No communicable RURAL: Carter, 26: 6; Diphtheria, 
diseases of any A (490), 3; Pneumonias 
forms}; 2; Unspecified orms of dys- 4 
interest reported. entery, 1: ORNeRtledths under | yeer, 18. Other deaths ay 


4. Total, 248. 


lobar (490), 1; Pneumonias 
Geains Over year,-4. Total, 


Miscellaneous 


= A case of patie cue to Type virus was 
boy from Birch River. He 
reg against the disease. 
eneral 


mea is Worth noting with five 
cases mee rrovince as a whole. Two 
cases Of for which reports were 
receive for the Province up to 
cases. infectious hepatitis 
remains communicable disease. The 
outbr@ak. Sewhooping ini the Northern District 
shoujd ke noted. 


Northwestern District 
One case of diphtheria was reported. 
Three cases of infectious hepatitis; 2 
diarrhoea and enteritis of the new- 
born and 1 case of dysentery were 
reported. 


Northern District 
One case of poliomyelitis in a six year 
girl in Dauphin was reported. She 
had received four doses of Salk vac- 
cine. One case of diphtheria was 
reported and an outbreak of fifty 
cases of whooping cough have been 
reported. 


Winnipeg District 
Infectious hepatitis re- 
mains prevalent, fifty 
cases being reported. 
Reports were also re- im 
ceived of one diarrhoea 
and enteritis of the fim 

new born; five bacillary [im 

dysentery; three food 
poisoning; six scarlet 
fever and three whoop- 


Central District 


ing cough. 

There has been a 

small outbreak of 

diphtheria and 3 

cases were re- 
Brandon District ported during the 
hepatitis; 2 bazcil- of of man- 

% lary dysentery and ingitis due to a Pe 

1 scarlet fever coxsackie virus 


Southern District ‘ 


Four cases of infectious hepatitis; 22 
cases of scarletina; 1 meningitis due 
to coxsackie virus and 1 dysentery 
were reported. There were also re- 
ports of 1 case of tetanus. 


and 1 case of in- 


were reported. 
ans fectious hepatitis. 


COMMUNICABLE DIBEASE PICTURE | 
LISTS@F FROM COMMUNICABLE DISEASES 
Ag 
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with Sinutab 


inutab abor ain, decongests ovosace: Adults, two tablets every four hours 
g Prophylactically, one tablet every four hours. 
and provides patient-comfort. Children 6 to 12 years, one-half adult dose. 


Sinutab aborts pain with two SUmPLnp: Bottles of 30 


LATION: N - Acetyl - p - 
analgesics, systemically opens air 
passages to relieve stuffiness and Phenacetin, 150 mg.; 


congestion and provides patient- hydrogen Citrate, 22mg.; 


comfort with mild sedation. 


TORONTO, ONTARIO 
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Detailmen’s Directory 
Representing Review Advertisers in this issue, 
whose names are not listed under a business 
address. 


Abbott Laboratories 


R. G. (Bud) Harman ............ ED 9-0198 
Alan (Al) M Grant .............................. AL 6-0125 


Arlington-Funk Laboratories, division 
U.S. Vitamin Corp. of Canada, Ltd. 
HU 9-1841 


Beecham Research Laboratories Ltd. 


British Drug Houses 

W. (on) VE 2-0256 


Ciba Company Ltd. 


Leslie D. Maclean .........................-........ CE 3-3240 

Richard Loewen CH 7-1017 
Connaught Laboratories 

Brathwaites Ltd. ............. WH 2-2635 
Frosst, Charles E. 

W. J. McGurran ...... AL 3-0722 


T. (Tony) Ulicki ED 4-4013 


General Practitioner Required 


Opportunity for a doctor to locate in private 
practice in western Manitoba town. Well 
equipped 17 bed hospital in large surrounding 
territory. For further information communi- 
cate with Mrs. A. J. Smith, Secretary-Treas- 
urer, Rossburn Medical Nursing Unit, Ross- 
burn, Manitoba. 


Lederle Laboratories 


Nadeau Laboratory Ltd. 
Andrew Desender CH 7-4909 


Poulenc Limited 


Riker Pharmaceutical Co. Ltd. 
John R. Falconer .................-.-....---..------- GL 3-5385 


Robins (Canada) Ltd., A. H. 


ED 4-1367 


Schering Corp. Ltd. 


Schmid (Canada) Ltd., Julius 

Searle & Co., G. D. 

Warner-Chilcott Lubs. 

A. L. (Andy) Argue ................... TU 8-1619 

Gordon AL 3-4147 
Winthrop Laboratories 

Wyeth & Brother, John 

Doctor Required 


Wonderful opportunity for a doctor in a 
community where a practice is already estab- 
lished. Present doctor moving to a larger 
city. Office space available and a modern 32 
bed hospital just a mile away. 

For particulars, contact M. Hagen, Secre- 
tary, Portland, North Dakota. 


360 
Geigy Pharmaceuticals 


The Manitoba Medical Review [December, 1960 


THE ONLY 
PAIR OF EYES 
YOU‘LL EVER HAVE 
DESERVE THE EXPERT TREATMENT 


PROVIDED WHEN YOU... 
see your 
EYE 
PHYSICIAN 


then your 


GUILD 
 OPTICIAN 
RAMSAY-MATTHEWS LIMITED 


OPHTHALMIC DISPENSERS 
(GUILD) 


the new 103 Medical Arts Building 
WHitehall 2-3523 
hi h e ak With a Guild Optician you can have complete 
g D confidence that the interpretation of your pre- 
scription will be carried out with absolute accuracy 
and that your comfort is assured with properly 


penicillins 


Provides more efficient absorp- Winnipeg Medical Garments 


tion than any other form of 
penicillin.t and 
250 mg. (400,000 I.U.) ta 

Pediatric Solution—60cc.— Sick Room Supplies Ltd. 
125 mg. per teaspoonful (5cc.) 
218 Kennedy Street Phone WH 3-8341 

(On the main floor at Hy’s Steak Loft) 


*p i -ph - 
A SURGICAL GARMENT CENTRE 


tKnudsen, E. T. and 
rey ii: fos, 1959 We specialize in fitting orthopaedic, mater- 
nity, and supports of all kinds including 
trusses, stockings, knee caps, ankle supports, 


etc. 
bes te Now available full line of Nurses’ and 


Doctors’ Uniforms. 


BEECHAM RESEARCH Complete line of wheel chairs, crutches, 


; canes and other sick room supplies also 
LABORATORIES LTD. 
P.O. Box 99, Weston, Ontario. 
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O’BRIEN’S HAWAIIAN TOURS STEWART N. KING LTD. 


COME TO 


“HAWAII” 


ISLANDS OF 
ENCHANTMENT! 


Our First 
WINTER TOUR 
JANUARY 20, 1961 


16 Days Inclusive 


$517.00 Phone WH3-3227 + A Complete Optical Service | 
Travel With | | 
Audrey Phimister, Tour Conductor 
. 27 + Feb. 3, 10, 17 2 
The Fabulous Hawaiian Village Hotel! 247 Balmoral Street, Winnipeg 1, Man. 
drop in, phone or write for free brochures 24-Hour Service 
Phones: Victorian Order of 
BOOK NOW * SPACE IS LIMITED Doctors’ — SU 3-7123 Nurses — Night calls, 
egiste rses olidays 
BRENDAN 0 BRIEN TRAVEL Practical urease Phone SP 2-2008 
Polo Park, Winnipeg 10 SP 4-5488 Dental Emergency Service 
P. BROWNELL, Reg. N., Director 


Drug needs for personal or family 


requirements . . . your best choice at EATON’S 


PRESCRIPTIONS 


Over 15 qualified pharmacists . . . over one 
million prescriptions on file. A very com- 
plete stock of ethical products for prescrip- 
tions . . . pick up and delivery service. 


COMPLETE LINE OF SUNDRY ITEMS 


Baby supplies . . . toiletries 
and women’s hygenic supplies. 


SURGICAL SUPPLIES 


Elastic hose, trusses and surgical belts. . . 
fitted by fully trained personnel. 


Doctor’s Direct Drugs, Main Floor Dial Sunset 3-2115 
Line — Sunset 3-1423 

| “T. EATON C° 

: CANADA LIMITED 
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Your patients with 
LOW BACK PAIN 
can expect striking 
relief and return 
to normal activity 
when you prescribe 


Trancopal 


case profile.' A 42-year-old truck driver and mover injured his back while 

moving a piano. The pain radiated from the sacral region down to the region 

of the Achilles tendon on the right side. X-rays for ruptured disc revealed 

nothing pertinent. The day of the injury he was given Trancopal immediately 
after the physical examination. Although 100 to 200 mg. three times a day 
were prescribed, the patient on his own responsibility increased the dosage of 
Trancopal to 400 mg. three times a day. This dosage was continued for three days 
and then gradually reduced over a ten day period. During this time, the patient continued to drive his truck. 
The muscle spasm was completely controlled and no apparent side effects were noted. For the past six 
months, the patient has continued to take Trancopal 100 to 200 mg. as needed for muscle spasm, 
particularly during strenuous days. 


Indications -_ Musculoskeletal: Neck pain (torticollis) / 

Ankle sprain, tennis elbow / Bursitis / Rheumatoid THE FIRST TRUE “TRANQUILAXANT 

arthritis / Low back pain (lumbago, etc.) / Fibrositis / 

Myositis / Osteoarthritis / Postoperative muscle ® 
spasm / Dise syndrome. Psychogenic: Dysmenorrhea / 


Anxiety and tension states / Asthma / Premenstrual 
tension / Angina pectoris / Alcoholism. 


in two ths: Trancopal Caplets®, 100 mz. 


Now 


(peach colored, scored) , bottles of 100. New strength—Trancopal } a 
Caplets, 200 mg. (green colored, scored) , bottles of 100. u / = 
Dosage: Adults, 100 or 200 mg. orally three or four times daily. AURORA age ese gh Re ONTARIO 


Relief of symptoms occurs in from fifteen to thirty minutes and lasts 
from four to six hours. 


1. Collective Study, Department of Medical Research, Winthrop Laboratories. Trancopal (brand of chlormezanone) and Caplets, trademarks reg. U.S. Pat. Off. 1416M 
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